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A WOME Manuals. 


Price of Each Book, Cloth, $3.00; Leather, $3.50. 


No.1. SURGERY. Manual of the Practice of Surgery. By Ww. J. 
WALSHAM, M.D., Assistant Surgeon to, and Demonstrator of Surgery in, 
St. Bartholomew's Hospital, London, etc. 228 Illustrations. 


Presents the introductory facts in Surgery in clear, precise language, and contains all the 
latest advances in Pathology, Antiseptics, etc. 


“Tt aims to occupy a position midway between the pretentious manual and the cumber- 
some System of Surgery, and its general character may be summed up in one word— 
practical.””— The Medical Bulletin. 

“Walsham, besides being an excellent surgeon, is a teacher in its best sense, and having 
had very great experience in the preparation of candidates for examination, and their subse- 
quent professional career, may be relied upon to have carried out his work successfully. 
Without following out in detail his arrangement, which is excellent, we can at once say that 
his book is an embodiment of modern ideas neatly strung together, with an amount of careful 
organization well suited to the candidate, and, indeed, to the practitioner.” —British Medt- 
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“The illustrations are mostly new and well executed, and we heartily commend this book 
as far superior to any manual upon this subject.’’—Archives of Gynecology, New York. 

“Sensible, practical and complete.’’—Medical Brief. 

“T have carefully read it over, and, as a teacher of midwifery, I consider the book ought 
to become one of the recognized text-books; the treatment and pathology of the various 
subjects treated are clear and concise.’’—/. Algernon Temple, m v., Prof. of Midwifery 
and Gynecology, Trinity Medical School, Toronto. z 


No. 4. PHYSIOLOGY. Fourth Edition. By GERALD F. Yo, M.D., 
F.R.C.S., Professor of Physiology in King’s College, London. Fourth 
American from Second English Edition. 321 carefully printed Illustrations. 

« The work will take a high rank among the smaller text-books of Physiology.”— 
H. P. Bowditch, Harvard Medical School, it arse -* a ia 


“By his excellent manual, Prof. Yeo has supplied a want which must have been felt by 
every teacher of Physiology.’’— The Dublin Journal of Medical Science. 
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The New Series of Manuals—Continued. — 


No. 5. ORGANIC CHEMISTRY. By Prof. Victor von RICHTER, 
University of Breslau. Translated from the Fourth German Edition by 
EpcGar F. SMITH, M.A., PH. D., Professor of Chemistry, Wittenberg College, 
Springfield, O., formerly in the Laboratories of the University of Pennsyl- 
vania, etc. Illustrated. 


“‘T must say that this standard treatise is here presented in a remarkably compendious 
shape.”’’—/J. W. Holland, m.v., Professor of Chemistry, Jefferson Medical College, 
Philadelphia. 

‘«This work brings the whole matter, in simple, plain language, to the student in a clear, 
comprehensive manner. The whole method of the work is one that is more readily grasped 
than that of older and more famed text-books, and we look forward to the time when, toa 
great extent, this work will supersede others, on the score of its better adaptation to the 
wants of both teacher and student.’’—Pharmaceutical Record. 


No. 6. CHILDREN. Second Edition. Illustrated. By J. F. Goop- 
HART, M.D., Physician to the Evelina Hospital for Children; Assistant 
Physician to Guy’s Hospital, London. American Edition. Revised and 
Edited by Louis STARR, M.D., Clinical Professor of Diseases of Children 
in the Hospital of the University of Pennsylvania; Physician to the 
Children’s Hospital of Philadelphia. With Illustrations, 50 Formulz, and 
Directions for preparing Artificial Human Milk, for the Artificial Digestion 
of Milk, ete. 


“‘ Nothing that concerns disease as found in childhood seems to have escaped the author’s 
attention. From introduction to the end it is replete with valuable information, and one 
reads it with the feeling that Dr. Goodhart is writing of what he has seen at the bedside. 
It need scarcely be added that the revisions and additions by the American editor are of 
much value, neither too full nor too spare, and very judicious.’’—/ournal of the American 
Medical Association. 


No. 7.5 PRACTICAL THERAPEUTICS. Fourth Edition. With 
an Index of Diseases. By Ep. JOHN WARING, M.D., F.R.C.P. Rewritten 
and Revised. Edited by DupLEY W. Buxton, Assistant to the Professor 
of Medicine, University College Hospital, London. 


“ Our admiration, not only for the immense industry of the author, but also of the great 
practical value of the volume, increases with every reading or consultation of it. We wish 
a copy could be put in the hands of every Student or Practitioner in the country. In our 
estimation, it is the best book of the kind ever written.”—/WV. ]1 Medical Journal, 

“Tt is, indeed, one of the most practical works that has ever attracted our attention. 
Combining the merits of Wood, Beck, Stillé, and the U. S. Dispensatory, it forms a volume 
which no young physician can afford to be without.’’—Chicago Medical Journal. 

“This work is a monument of industry and perseverance. It is invaluable both to the 
Practitioner and Student.’’— Canada Medical Journal, 


No. 8. MEDICAL JURISPRUDENCE AND TOXICOLOGY. 
Second Edition. By Joun J. REESE, M.D., Professor of Medical Juris- 
prudence and Toxicology, University of Pennsylvania, etc. Second Edition. - 
Enlarged. 


« The production of this admirable text-book by one of the two or three leading teachers 
of medical jurisprudence in America, will, we hope, give a new impetus to the study of 
forensic medicine, which, inviting and important as it is, has heretofore béen strangely 
neglected in both legal and medical schools.””—Amevican Journal of the Medical Sciences. 

“We heartily second the author’s hope that this treatise may encourage an increasing 
interest in the students for that most important, but too much neglected, subject, forensic 
medicine.’’—Boston Medical and Surgical Journal. 

“We lay this volume aside, after a careful perusal of its pages, with a profound impres- 
sion that it should be in the hands of every doctor and lawyer. 1t fully meets the wants of 
all students. . . . . He has succeeded in admirably condensing into a handy volume 
all the essential points.’’— Cincinnati Lancet and Clinic. ; 


*,* Other Volumes in Preparation. A complete illustrated circular, with 
sample pages, sent free, upon application. 


Price of Each Book, Cloth, $3.00; Leather, $3.50. 


P. BLAKISTON, SON & CO., Publishers and Booksellers, 
7 1012 WALNUT STREET, PHILADELPHIA. 


From PROF. J. M. DaCOSTA.—‘“‘/ find it an excellent work, doing credit to the 
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A NEW MEDICAL DICTIONARY. 


Compact and concise, including 
all the Words and Phrases used in 
medicine, with Pronunciation and 
Definitions. 


BASED ON RECENT MEDICAL 
LITERATURE. 


BY 


GEORGE M. GOULD, A.B.,M.D., 


Ophthalmic Surgeon to the Philadelphia 
Hospital, Clinical Chief Ophthalmo- 
logical Dept.,German Hospital, Phila- 
delphia. 


SEVERAL THOUSAND NEW WORDS 


Small, Square 8vo, Half Morocco, as above, NOT CONTAINED IN ANY 


with Thumb Index, ¢ - ° $4.25 
Plain Dark Leather, without Thumb Index, 3.25 SOLAR WORE. 


Among others Ir CONTAINS TABLES of the ARTERIES, of the BACILLI, giving 
the Name, Habitat, etc.; of GANGLIA, LEUCOMAINES, MIcRococci, MUSCLES, 
NERVES, PLEXUSES, PTOMAINES, with the Name, Formula, Physiological 
Action, etc.; COMPARISON OF THERMOMETERS; WEIGHTS AND MEASURES, 
of VITAL STATISTICS, etc. 


OPINIONS OF PROMINENT MEDICAL TEACHERS. 


“* The compact size of this dictionary, its clear type, and its accuracy are unfailing pointers 
to its coming popularity.” —/John B. Hamilton, Supervising Surgeon-General U.S. Marine 
Hospital Service, Washington. 

“Tt is certainly as convenient and as useful a volume as can be found, regarding contents 
as well as arrangement.”’—/udius Pohlman, Prof. of Physiology, University of Buffalo. 


“‘T have examined it with considerable care, and am very much pleased with it. It is a+ 
handy book for reference, and so far as I have examined it, it is accurate in every particular,”’ 
—f. H. Bartley, Prof. of Chemistry, Long Island College Hospital, Brooklyn. 


“T consider this ¢e dictionary of all others for the medical student, and shall see that it is 
placed on our list of text-books.—A. R. Thomas, M.D., Dean Hahnemann Medical College, 
Philadelphia. 


““Tt will be recommended among our text-books in our new catalogue.’’—S. £. Chail/é, 
M.D., Dian Medical Dept., Tulane University, New Orleans. 


““Compact, exact, up to date, and the tables are most excellent and instructive. I prefer 
it to the larger and older books,’’"—Prof. C. B. Parker, Medical Dept., Western Reserve 
University, Cleveland. 

“*T have given your ‘ New Medical Dictionary’ a critical examination. Its size has made 
it convenient to the study table and handy fo- frequent use. At the same time it is compre- 
hensive as to the number of words, including those of the latest coinage, and concise in its 
definitions. The etymology and accentuation materially enhance its value, and help to make 
it worthy a place with the classical books of reference for medical students,’”’—/, ’. Holland, 
M.D., Dean Jefferson Medical College, Philadelphia. 


4g- Students will find this an extremely useful book of reference. The ana- 
tomical tables will be of great use in memorizing the arteries, muscles, etc. 
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BLAKISTON’S 2? Quiz-COMPENDS? 


A New SERIES OF MANUALS FOR THE USE OF STUDENTS 
AND PHYSICIANS. 
Price of each, Cloth, $1.00. Interleaved, for taking Notes, $1.25. 


From The Southern Clinic. 

“We know of no series of books issued by any house that so fully meets our 
approval as these ? Quiz-Compends ?. They are well arranged, full and concise, 
and are really the best line of text-books that could be found for either student 


or practitioner.”’ 


B@= These Compends are based on the most popular text-books, and the lectures of 
prominent professors, and are kept constantly revised, so that they may thoroughly repre- 
sent the present state of the subjects upon which they treat. : 

B@= The authors have had large experience as Quiz-Masters and attachés of colleges, 
and are well acquainted with the wants of students. , be 

4ay- They are arranged in the most approved form, thorough and concise, containing 
over 300 illustrations, inserted wherever they could be used to advantage. 

Bay Can be used by students of azy college. : 

4£@3~ They contain information nowhere else collected in such a condensed, practical shape. 

SPECIAL NOTICE.—These Compends may be obtained through any Bookseller, 
Wholesale Druggist or Dental Depot, or upon receipt of the price, will be sent, postpaid, by 
the publishers. In ordering, always specify ‘‘ Blakiston’s ? Quiz-Compends?”’, 


No. 1. HUMAN ANATOMY. Based on “Gray.”’ Fifth Revised and Enlarged 
Edition. Including Visceral Anatomy, formerly published separately. 117 Illustrations 
and 16 Lithographic Plates of Nerves and Arteries, with Explanatory Tables, etc. By 
Samugt O. L. Porrer, M.D., Professor of the Practice of Medicine, Cooper Medical 
College, San Francisco; late A. A. Surgeon, U.S. Army. : 

No.2. PRACTICE OF MEDICINE Part I. Fourth Edition. Revised, Enlarged 
and Improved. By Dan’t E. Huaues, m.p., late Demonstrator of Clinical Medicine, 
Jefferson College, Philadelphia. : 

No.3. PRACTICE OF MEDICINE, Part II. Fourth Edition, Revised, Enlarged 
and Improved. Same author as No, 2. 

No.4. PHYSIOLOGY. Fifth Edition, with new Illustrations and a table of Physiological 
Constants. Enlarged and Revised. By A. P. BrusaKER, M.D., Professor of Physi- 
ology and General Pathology in the Pennsylvania College of Dental Surgery; Demon- 
strator of Physiology, Jefferson Medical College, Philadelphia. 

No.5. OBSTETRICS. Fourth Edition, Enlarged. By Henry G. LANpis, M.D., 
Professor of Obstetrics and Diseases of Women and Children, Starling Medical College, 
Columbus, Ohio. Illustrated. 

No. 6. MATERIA MEDICA, THERAPEUTICS AND PRESCRIPTION 
WRITING. Fifth Revised Edition. By Samurer O. L. Porter, m.p., Professor of 
Practice, Cooper Medical College, San Francisco; late A. A. Surgeon, U.S. Army. 

No.7. GYNASCOLOGY. A Compend of Diseases of Women. By Henry Morris, © 
M.pD., Demonstrator of Obstetrics, Jefferson Medical College, Philadelphia. Illus. 

No.8. DISEASES OF THE EYE, AND REFRACTION, including Treatment 
and Surgery. By L. Wesstrer Fox, m.p., Chief Clinical Assistant, Ophthalmological 
Department, Jefferson Medical College Hospital, and Gzorce M. Gou.tp, a.z. With 
39 Formule and 71 Illustrations. Second Edition. 

No. 9. SURGERY. -Minor Surgery and Bandaging. Fourth Edition. Enlarged 
and Improved. By Orvitte Horwitz, B.S., M.p., Demonstrator of Surgery, Jefferson © 
College; Chief of the Out-Patient Surgical Department, Jefferson College Hospital; 
late Resident Physician Pennsylvania Hospital, Philadelphia. With 84 Formule and 
136 Illustrations. 

No. 10. CHEMISTRY. Inorganic and Organic. Third Edition. Including Urin- 
alysis, Animal Chemistry, Chemistry of Milk, Blood, Tissues, the Secretions, etc. By 
Henry LerrMann, M.p., Professor of Chemistry in Penn’a College of Dental Surgery, 
and in the Woman’s Medical College, Phila. 

No.1r1. PHARMACY. — Third Edition. Based upon Prof. Remington’s 'Text-book of 
Pharmacy. By F. E, Stewart, M.D., PH.G.,Quiz-Master in Pharmacy and Chemistry, 
Philadelphia College of Pharmacy; Lecturer at the Medico-Chirurgical College, and 
Woman’s Medical College, Philadelphia. Third Edition, carefully revised. 

No. 12. VETERINARY ANATOMY AND PHYSIOLOGY. Illustrated. By Wm. 
R. Battou, M.v., Professor of Equine Anatomy at New York College of Veterinary 
Surgeons: Physician to Bellevue Dispensary, and Lecturer on Genito-Urinary Surgery 
at the New York Polyclinic, etc. With 29 graphic Illustrations. Just Ready. 

No. 13. WARREN. DENTAL PATHOLOGY AND DENTAL MEDICINE, 
containing all the most noteworthy points of interest to the Dental Student. By Gzo. 
W. Warren, D.D.S., Clinical Chief Pennsylvania College of Dental Surgery, Phila. 

No.14. DISEASES OF CHILDREN. By Marcus P. Harrietp, Professor of Dis- 
eases of Children, Chicago Medical College. Just Ready. 


Price, each, Cloth, $1.00. Interleaved, for taking Notes, $1.25. 
P, BLAKISTON, SON & CO. 1012 Walnut St., Philadelphia. 
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HENRY pcre M.D., 


LATE DEMONSTRATOR OF OBSTETRICS AND DISEASES OF WOMEN AND ere 


WITH FORTY-FIVE ILLUSTRATIONS. “+1 A) 


PHILADELPHIA: 
Pee ati StON, SON & CO., 


No. tor2 WALNUT STREET. 


1891. 


Copyricut, 1890, By P. BLAKIsToN, SON & Co. 


‘PRESS OF wm. F, Fett & Co., 
Wy; 1220-24 SANSOM ST., 
PHILADELPHIA, 


PREFACE. 


This little book is written to redeem a promise, too long delayed 
in its fulfillment, which was made by the author to his students and 
to the publishers some years ago, when he was Demonstrator of 
Obstetrics and Gynzecology in the Jefferson Medical College of 
Philadelphia, and consists to a great extent of the course of instruc- 
tion which he then gave in the laboratory of the College. He has 
endeavored to make the portion of the work which deals with 
“Gynecological Examinations’’ as practical as possible, in the 
hope that it may prove useful to the beginner, and to the 
physician who from want of constant practice in gynecology, 
may, when called upon to make an examination, be at a loss as 
to the best methods of procedure, or puzzled as to the significance 
of what is found. The latter portion of the book is intended as an 
epitome of the diseases of women rather than a treatise on the 
subject, and it is hoped may be of use to the student. 

He would acknowledge his indebtedness to such standard books 
on gynecology as those of Skene, Emmet, Goodell, Thomas, 
Duncan, Hart and Barbour, etc.. 

Due credit has been given for the illustrations, whenever it could 
be ascertained to whom the credit was due, and several original 
cuts have been introduced. The author also wishes to thank his 
friend, Dr. John M. Eager, who kindly prepared the Index for him, 
and in conclusion, would be glad to receive any criticisms, favor- 
able or the reverse, which may be forwarded to him, or to his 
publishers. 


313 S. 16th St., Philadelphia, HENRY Morris. 
December, 1890. 
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GYNECOLOGY. 


The word Gynecology * (from yvv4, a woman, and Joyéc, a dis- 
course) means the doctrine of the nature and diseases of women. 
A knowledge of the diseases of the female presupposes an inti- 
mate acquaintance with the anatomy of the individual organs 
peculiar to her, and the relation which they bear to each other 
under different circumstances. It is essential, also, to comprehend 
thoroughly the physiological functions of these organs, in order to 
understand the significance of their actions when perverted by 
disease. A review of at least the principal anatomical facts seems 
therefore indispensable, even in a limited work on Gynecology, 
such as is the present. 


ANATOMY OF THE FEMALE SEXUAL 
ORGANS. 


The female sexual organs are divided into the organs of gene- 
ration and the organs of lactation. The diseases of the organs 
of lactation are usually considered in books on Obstetrics and on 
Surgery, and will not be further mentioned in the present work. 


THE ORGANS OF GENERATION 


Are divided into the external (those organs external to the pelvis), 
and the zz¢ernal organs (those contained in the cavity of the 
pelvis). 


* This word is variously pronounced /#-e-4ol’-o-ge (Fulton and Knight), 
gin-e-hol'-o-ge (Ensfield, Craig) and sin-e-kol!-o-ge (Smart). The first pro- 
nunciation is generally preferred. 

B 9 
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(A) The external organs of generation in the female are 
spoken of collectively as the pudenda ( pudeo, to be ashamed), 


Fic. 1. 


77. Right Labium Majus. 2. The Four- 
chette. 3.3. Right Labium Minus, or 
Nympha. 4. Glans Clitoridis. 5. 
Urethral Orifice. 6. Vestibule (a tri- 
angular space, the sides of the triangle 
formed by the nymphz, the apex by 
clitoris, and the base by a transverse 
line, which is bisected by the urethral 
orifice). 7. Orifice of the Vagina. 8.8. 
The Hymen, running in this case all 
around the vaginal orifice, but still 
broader posteriorly. g. Orifice of the 
duct of Bartholin’s Gland on the right 
side; this is represented too far for- 
ward, it should be about as far back 
as the posterior 3 in the figure. zo. 
Mons Veneris. zz. Analorifice. (7hor- 
burne). 


z.é., the parts which a woman is 
ashamed to expose, and consist of 
the mons veneris and the vulva 
(those external organs situated be- 
tween the thighs of awoman) which 
includes the /abza majora and mi- 
nora, clitoris, vestibule and meatus 
urinarius, hymen and caruncule 
myrtiformis, fourchette and fossa 
navicularis, vulvo-vaginal glands 
and perineum. 

(a) The mons veneris is an eleva- 
tion of the integument situated 
upon and above the pubes. It con- 
sists of a thick layer of adipose and 
connective tissues, interspersed 
with elastic filaments and muscu- 
lar fibres derived from the round 
ligament of the uterus, and is 
covered with skin in which numer- 
ous sebaceous follicles are found. 
After puberty a more or less pro- 
fuse growth of hair takes place, 
covering the mons veneris. 

(6) The labia majora are two folds 
of skin enclosing dartos, adipose 
and connective tissues, with a few 
muscular fibres derived from the 
round ligament of the uterus, and 
are placed on either side of the gemz- 
tal fissure. They are covered exter- 
nally, especially above, by a profuse 
growth of hair, and contain numer- 
ous sebaceous and_ sudoriferous 


glands. Above they unite just below the mons veneris, while 
posteriorly they blend with the perineum. 
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(c) The labia minora or nymphe (from vuydai, nymphs, on ac- 
count of their supposed function of directing the stream of urine, 
even as the water nymphs of mythology presided over the foun- 
tains and watercourses) are two folds of skin containing erectile 
tissue, usually of a pinkish or bright red color, situated between, 
and, usually in the virgin, concealed by the labia majora. They 
are devoid of hair, but have an abundant supply of sebaceous 
follicles. Anteriorly and above they end in the frenulum of the 
clitoris (Doran), while below they terminate near the centre of the 
genital fissure, by blending with the integuments of the vulva, 
or with the labia majora of either side. 

(d) The clitoris (probably from xiiric (from KAivé, to slope gently, 
to lie concealed), in reference to its concealed position, or to its 
being a very slight eminence), is asmall body placed in the median 
line just above the genital fissure. It is the analogue of the penis 
in the male, and consists of two erectile bodies, the corpora caver- 
nosa, which are attached to the ischio-pubic ramus of either side, 
and which, passing forward and upward, lie side by side in front 
of the pubic joint, forming the body of the clitoris, and terminating 
in the g/ams or head. The clitoris is attached tothe pubic joint by 
means of its suspensory ligament, and is covered by its prepuce. 

(e) The vestibule is the triangular space bounded by the nymphze 
laterally, and by the orifice of the vagina or of the hymen below, 
and is studded by numerous muciparous follicles. The meazus 
urinarius is found in the lower part of the vestibule immediately 
in front of the vaginal orifice and in the median line. Its situa- 
tion is marked by a small mucous tubercle, the wrethro-vaginal 
tubercle, which can be readily felt by the examining finger, and is 
the guide to the introduction of the catheter. 

(f) The hymen is a cutaneous fold, mostly developed posteri- 
orly, partially or entirely occluding the orifice of the vagina. It 
is usually ruptured during the first act of copulation ; and, after great 
stretching, as during childbirth, or after the passage of a large polyp 
through the vulva, it generally shrivels up, leaving several small 
fleshy tubercles on either side of the vaginal entrance, which are 
known as the caruncule myrtiformes. As the hymen may be 
ruptured from other causes, or perhaps even be congenitally absent, 
while on the other hand it has been found in women after child- 
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birth, its presence cannot be regarded as a proof of virginity, nor 
should a woman be hastily condemned if it is not intact. 

(g) The fourchette is the anterior termination of the perineum, 
situated between the posterior ends of the labia majora, and sepa- 
rated from the hymen by a small depression, the fossa navicularis, 
which can scarcely be said to exist until the structures are drawn 
apart. 

(2) The vulvo-vaginal glands (glands of Bartholinor Duverney) 
are the analogues of Cowper’s glands in the male. They con- 
sist of a collection of tubules, forming an oval body about one-half 
an inch long, lying beneath the middle layer of the perinzeal fascia, 
against the posterior vaginal wall on either side, and opening by a 
duct just in front of the hymen. 

(¢) The perineum isa triangular body intervening between the 
anus behind and the vulva in front, extending upward for some 
distance between the rectum and the posterior vaginal wall, and 
stretching across the pelvic outlet between the ischio-pubic rami 
and ischial tuberosities. It consists chiefly of various muscular 
planes, separated from each other by the somewhat elastic layers 
of the perinzeal fascia, and covered externally by the superficial 
fascia and the skin. F 

(2) The internal organs of generation are, the vagina, 
uterus, oviducts and ovaries. 

(a) The vagina is a musculo-membranous flaccid tube, the an- 
terior and posterior walls of which are in contact, being only sepa- 
rated when held apart by something inserted into or passing through 
its cavity, as during sexual intercourse or gynecological examina- 
tions, or when it affords a passage to secretions, the menses, or the 
products of conception. It is continuous below with the vulva, 
and above with the uterus, which projects into it, as does a cork 
into the neck of a bottle, and to which it is attached by direct con- 
tinuity of its mucous and, to some extent, of its muscular coats. 
The posterior wall is longer than the anterior, being inserted higher 
up on the uterus. The cul-de-sacs formed by the reflection of the 
anterior and posterior walls to the surface of the cervix, are known 
as the anterior and posterior vaginal vaults or fornices. The pos- 
terior is the more marked. The vagina is directed backward, and 
somewhat upward, forming an angle of about 60° with the horizon 
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when the woman is in the erect posture, and being almost parallel 
with the plane of the pelvic inlet. It is widest above, at the uter- 
ine insertion, and is narrowest at the hymen. It consists of three 
coats—the external or fibrous, derived from the pelvic and perinzal 
fascize ; a middle or muscudar, and an internal or mucous coat. The 
muscular coat consists of longitudinal and circular fibres, so inter- 


Fic. 2. 


VERTICAL SECTION OF THE PeLvic VISCERA OF AN ADULT VIRGIN. 


Showing the outline of the anterior and posterior vaginal walls, the position of the 
uterus, and the shape of the bladder when empty. (A/tex foster.) 


laced that itis disputed which is external. It is also surrounded 
below by the sphincter and by the constrictor vaginze muscles. 
The most powerful external muscle, however, is the levator ani, 
the anterior part of which is inserted into and surrounds the vagina, 
and may exert considerable compression upon it when in a state of 
contraction. 
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The mucous coat presents numerous transverse ridges (7ug@), 
most marked in nullipare and on the anterior wall, which are 
studded with papilla, and are connected by a vertical thickened 
ridge (anterior vaginal column), lying on the anterior wall just 
below the meatus. A slight vertical ridge is also found on the pos- 
terior wall. The ruge and columns are so arranged that they lie 
side by side, and are not superimposed when the anterior and pos- 
terior vaginal walls are in contact. The mucous membrane con- 
tains a few scattered glands, the nature of which is still a matter 
of doubt, and is covered with squamous epithelium. The external 
surface of the anterior wall is in relation with the urethra, the blad- 
der and the ureters (slightly). The connection between the vagina 
and the urethra is exceedingly strong. The posterior wall is in 
relation externally with the perinzeal body, the rectum (to which it 
is loosely attached by cellular tissue), and with that portion of the 
peritoneum known as Douglas’s cul-de-sac, which descends for a 
variable distance, usually for nearly an inch, between it and the 
rectum. Laterally, the vaginal walls are in relation with the cellu- 
lar tissue of the pelvis, and with the du/bs of the vagina (two small 
bodies composed of erectile tissue, lying on either side of the 
vaginal orifice and covered by the sphincter vaginze muscle). They 
are the analogues of the corpus spongiosum of the male penis. 

(4) The uterus is a hollow muscular organ, situated in the true 
pelvis, between the bladder and the rectum, varying in position 
with the amount of distention of those organs—especially of the 
former, upon which its upper portion rests—being a little below the 
plane of the pelvic inlet. It resembles an inverted pear in shape, 
and is divided externally by a constriction—the zs¢hmus—into a 
corpus or body, and a cervix or neck. From the upper angles or 
cornua the oviducts pass off on either side, the top of the uterus 
between their attachments being known as the f/wadus, and being 
slightly convex in the virgin, more so in the mother of children. 
The anterior surface of the body is flattened, the posterior convex. 
The cervix projects into the vagina, which is attached higher up on 
its posterior than on its anterior wall, and is thus divided into two 
parts—the swpra- and zntra-vaginal portions. The adult unim- 
pregnated uterus is about three inches in length, two and three- 
quarter inches in breadth at the fundus, not quite an inch in thick- 
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ness, and weighs about one ounce. The cavity of the uterus is 
divided by a constriction—the zzternal os uteri—into two portions, 
that of the body and that of the neck. The former is triangular 
in shape, with anterior and posterior walls which are almost in con- 
tact, and communicates above with the peritoneal cavity through 
the oviducts, and below with the cavity of the cervix through the 
internal os. The cavity of the cervix is fusiform, being dilated in 
centre, but narrowed above at the os internum, and below at the 
os externum uteri, through which it opens into the vagina. The 
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Virgin Uterus. a. Anterior view; 4. Median section; ¢c. Lateral section. 


cavity of the entire uterus measures about two and one-half inches, 
being less than the length of the uterus by the thickness of the 
wall at the fundus. The uterus is composed chiefly of muscular 
and fibrous walls, arranged in various layers and channeled by 
large veins (the w¢erine sinuses) and tortuous arteries. On the out- 
side, the portion of the anterior and posterior walls above the vagina, 
is covered by peritoneum, while within the cavity-is lined with 
mucous membrane. 

The peritoneum which lines the abdominal parietes descends 
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until just above the pubes, where it passes inward, covering the 
upper, and part ofthe posterior wall of the bladder, and is thence 
reflected to the anterior surface of the uterus at the isthmus, thus 
forming the vesico-uterine pouch and being continuous laterally 
with peritoneum covering the anterior part of the iliac fossa. It 
then covers the anterior body-wall of the uterus, extending on either 
side to the pelvic walls, thus forming the anterior layer of the broad 
ligament, and investing the fundus, with the attached oviducts, it 
descends over the posterior uterine wall and upper part of the 
vagina, stretching out laterally to the pelvic walls, and forming the 
posterior layer of the broad ligaments. It is reflected on the an- 
terior surface of the rectum, which it ascends, leaving a deep fossa 
between the rectum and uterus, called the vecto-uterine pouch or 
Douglas's cul-de-sac. Thus the body of the uterus is entirely in- 
vested by peritoneum except at its sides, where, between the two 
layers of the peritoneum, are found connective, fibrous and muscu- 
lar tissue, blood-vessels, nerves and lymphatics. 

The mucous membrane lining the body of the uterus differs from 
that of the neck. In the former situation it is thin, smooth except 
at the entrance of the oviducts where a few transverse folds are 
seen, covered with columnar, ciliated epithelial cells, and studded 
with tubular glands which pass down through its whole thickness 
- and rest on the muscular tissue beneath it. In the neck, the mu- 
cous membrane presents two longitudinal ridges, anteriorly and 
posteriorly, which give off numerous secondary ridges, ascending 
in an oblique manner, from their general resemblance to the 
branches of a tree, called the ardor vite, or tree of life. It is 
covered by columnar epithelial cells, some of which are cuboidal 
in shape, and which on the ridges of the arbor vite are ciliated. 
Numerous racemose glands are found in the cervix, which pour 
out a glairy, viscid secretion of alkaline reaction, and which some- 
times form small retention-cysts, known as the ovula Nabothi. 
This mucous membrane ceases abruptly at the os externum, and 
is replaced by a mucous membrane covered with squamous epi- 
thelium, similar to that of the vagina. This covers the intravagi- 
nal portion of-the cervix. 

The ligaments of the uterus are composed of connective and mus- 
cular tissues derived from the uterus and invested with peritoneum. 
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The broad ligaments have already been described. They present 
three folds on their upper surface, the anterior of which contains 
the round ligament, the middle the oviduct, and the posterior the 
ovary. 

The round ligament is a fibrous and muscular cord attached to 
the sides of the uterus, just below, and slightly in front of the 
entrance of the oviducts. It runs upward, outward, and forward 
in the anterior fold of the broad ligament to the internal abdomi- 
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HorizontTat SECTION OF ABDOMEN IMMEDIATELY ABOVE THE CRESTS OF THE ILIA. 


B. Fundus of Bladder. U. Uterine Body. O.O. Ovaries, with the utero-ovarian liga- 
ments. Ov.Ov. Oviducts, terminating in the fimbriated extremity. RZ.RL. 
Round Ligaments. &. Transverse section sigmoid flexure; the upper part of 
rectum is seen passing into the cavity of the pelvis. S, Upper segment of sacrum, 


nal ring, enters the inguinal canal, and terminates in the mons 
Veneris and labium majus of eitherside. It carries with ita tubular 
prolongation of the peritoneum, which sometimes persists as a blind 
canal connected with the peritoneal cavity, and which is then 
called the ‘canal of Nuck.” 

The utero-sacral or recto-sacral ligaments are two bands of mus- 
cular and fibrous tissue, passing back on either side of the isthmus 
posteriorly to the second or third segment of the sacrum. They 
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are covered with peritoneum, and bound Douglas’s cul-de-sac lat- 
erally. They can be distinctly felt during a rectal examination. 
The utero-vesical ligaments are two processes of peritoneum, cover- 
ing slight bands of muscular and connective tissue, passing forward 
from the uterus to the bladder. 

(c) The oviducts or Fallopian tubes are two trumpet-shaped ducts 
leading from the upper angles of the uterine cavity outward on 
either side to the peritoneal cavity. They are from four to five 
inches in length, and are rarely equally long in the same indi- 
vidual. They are divided into three portions—the zs¢hmwus, extend- 
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CAVITY OF THE UTERUS AND FALLOPIAN TUBES. 


A. Superior border or fundus of the womb. B&B. Cavity of the womb. C. Cavity of 
the neck of the uterus. D. Canal of the Fallopian tube cut open. £. The fimbri- 
ated extremity or pavilion, likewise laid open. #/. The ovaries, one-half of which 
has been removed so as to bring into view several of the Graafian vesicles. G. The 
cavity of the vagina. H.H. The ligaments of the ovaries. G.G. The round liga- 
ments. 


ing from the uterine cavity outward for about one inch, the straightest 
and narrowest part of the canal, being narrower at the uterine 
opening than elsewhere; the Aavz/ion or ampulla, the dilated 
portion of the tube intervening between the isthmus and the outer 
termination ; the fbriated extremity, which consists of a number 
of finger-like or fringed processes surrounding the opening into 
the peritoneal cavity. One of these fimbriz, longer than the 
others, is attached to the ovary and is called the /wo-ovarian liga- 
ment. It presents a delicate groove on its upper surface, which is 
supposed to aid in guiding the ovule into the opening of the ex- 
tremity. The oviduct consists of a muscular coat, composed of ex- 
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ternal or longitudinal and internal or circular muscular fibres, which 
are continuous with those of the uterus. It is covered externally by 
a peritoneal investment, which completely surrounds it, as it passes 
between the two layers of the middle fold of the broad ligament. 
Its cavity is lined by mucous membrane, continuous with that of 
the body of the uterus and thrown into longitudinal folds. As it 
opens into the peritoneal cavity, the serous and mucous coats are 
in contact on the margins of the fimbriz. The uterine opening of 
the canal is too small to admit of the entrance of the point of a 
sound during a uterine examination under ordinary circumstances, 


Bopirs OF ROSENMULLER. 


A, Ovary. JB. Fallopiantube. C. Fimbriated extremity of Fallopian tube. D. Culs- 
de-sac of the tubes. £. Canaliculi proceeding to the ovary. /. Points to which 
the tubes converge. G. Vesicle appended to the Fallopian tube. 


but fluid forcibly injected into the uterine cavity may find its way 
hence into the peritoneal cavity. 

(d@) The ovaries are two bodies lying in the pelvic cavity on 
either side of the uterus and about an inch from its fundus, in 
the posterior fold of the broad ligament. They are ovoidal, flat- 
tened antero-posteriorly, convex above, flat below, and have been 
likened to an almond, both in size and shape, measuring 1.3 inch in 
length, 3 of an inch in width, and about ¥% an inch in thickness. 
They weigh about eighty grains. They are not covered by the 
peritoneum, but project into its cavity, being attached to the pos- 
terior layer of the broad ligament by their lower margin, which is 
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known as the hilum. Ina fresh ovary the line where the peri- 
toneum is attached to the surface of the ovary can be recognized 
by a more or less well-marked pearly-white line. Beside the broad 
ligament of the uterus, the ovary is kept in place by the wdevo- 
ovarian ligament, which passes from the uterus between the origin 
- of the oviducts and the round ligament on either side, and runs 
out between the layers of the broad ligament to the ovary of the 
corresponding side, being about an inch in length. The /zdo- 
ovarian ligament, which has previously been described, also aids 
in maintaining the ovary in its position, as does the 22fundzbulo- 
pelvic or posterior round ligament, which passes from the outer end 
of the oviduct to the pelvic wall. 

The posterior surface of the ovary is not covered by peritoneum, 
but projects into the peritoneal cavity. On this surface is seen a 
layer of germ epithelium consisting of columnar cells, granular in 
appearance, from which the ova are formed. Under this is a layer 
which has been called the ¢unica albuginea, composed of spindle- 
shaped cells, and containing no ovisacs. Next comes a so-called 
cortical layer, containing small ovisacs, separated from each other 
by bundles of spindle-shaped cells with oval nuclei which constitute 
the stroma of the ovary, and are probably young connective tissue 
cells. 

Beneath this cortical layer are found ovzsacs of all sizes, imbed- 
ded in the stroma, and between this and the hilum, forming the 
bulk of the ovary, is the vascular zone, made up of connective tissue 
and unstriated muscular-fibres, numerous blood-vessels, nerves 
and lymphatics. 

The ovisacs or Graafian follicles vary much in size. They are 
composed of a delicate external membrane, the membrana propria, 
consisting of a single layer of endothelial cells. Within this outer 
portion is the membrana granulosa, a layer of flat epithelial cells, 
having oval nuclei. This constitutes the ovisac, in which the ovule 
is imbedded, and which it at first entirely fills. As the follicle ap- 
proaches maturity, it rapidly enlarges, some of the cells which form 
the membrana granulosa accumulate in a little mound, the discus 
Proligerus, in which the ovule is contained, and the remainder of 
the cavity is filled with a clear albuminous fluid, the Zéguor Solliculs. 

The ovule consists of a mass of nucleated, nucleolated proto- 
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plasm, the nucleus being called the germinal vesicle and the nucleo- 
lus the germinal spot. 

The parovarium or organ of Rosenmiiller is a collection of tubes 
placed in the broad ligament above the ovary and between it and 
the oviduct. They are lined with ciliated epithelium, contain a 
clear fluid, and are the remains of a foetal structure. They are 
analogous to the epididymis of the male. 

(C) The blood-vessels supplying the External Genitalia are 
similar to those which supply the analogous parts in the male. The 
internal genitalia are supplied from various sources. The ovarian 
artery, a branch of the abdominal aorta, passes into the pelvis, fol- 
lowing a similar course to that pursued by the spermatic artery of 
the male. It then runs between the two layers of the broad liga- 
ment, lying parallel to but below the oviduct, running to the cornu 
of the uterus where it anastomoses with the uterine artery, having 
given off branches in its course to the ovary and to the oviduct. 
The wterine and vaginal arteries are branches of the anterior trunk 
of the internal iliac. The former passes downward to the neck of 
the uterus, and then ascends close to its side, between the layers of 
the broad ligament, giving off numerous tortuous branches and an- 
astomosing near the cornu with a branch from the ovarian artery. 
The vaginal artery descends upon the vagina, which together with 
the contiguous portions of the bladder and rectum, it supplies, anas- 
tomosing freely. A small branch is frequently given off from the 
deep epigastric artery, which piercing the round ligament, runs in 
its substance to the uterus, anastomosing with the vessels just de- 
scribed. <A branch of the uterine artery, called the cevcular artery, 
frequently encircles the uterine neck, and should be recollected in 
operations on the cervix. The wéerine and vaginal veins accom- 
pany their respective arteries. 

Those of the ovary, also accompany the branches of the artery, 
and forming a plexus, the Jampiniform plexus, open on the right 
side into the inferior cava; on the left, into the left renal vein. 

(D) The nerves of the uterus are derived from the inferior 
hypogastric, and ovarian plexus, and from the 3d and 4th sacral 
nerves: those supplying the ovary come from the ovarian plexus, 
chiefly, but slightly also from the inferior hypogastric plexus. The 
oviduct receives a twig from one of the uterine nerves: 
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Ttertne Artery 


Tue ARTERIES OF THE INTERNAL Peete Opec, Seen From Beuinn. (A/ter 
rt. 
A, ovarian artery. a a’ a’, branches to che alk of the oviduct. 4, branch to the 
isthmus. c/c!c’c’c!, branches to ovary. 6, branch to round ligament c superior 
d, inferior divisions of the ovarian artery. @, the uterine artery giving off a wit 
branch and running in a very tortuous manner along the side of the uterus toward 
the angle. /, internal iliac artery, giving off gg, vaginal arteries. h h, azygos ar. 
tery of the vaginal, formed from the artery of the cervix and branches from ihe : 
nal arteries of both sides. prey 
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(Z£) The lymphatics of the external genitalia correspond to those 
of the male, the deeper vessels accompanying the internal pudic 
vessels, and opening into the internaliliac glands. The lymphatics 
of the cervix and vagina open into the sacral and internal iliac 
glands, while those of the body and fundus uteri, running out 
between the folds of the broad ligament, receive the lymphatics of 
the ovaries and oviducts, and, ascending with the ovarian vessels, 
open into the lumbar glands. 


DEVELOPMENT OF THE FEMALE 
SEXUAL ORGANS. 


For a proper understanding of the various malformations of the 
genitalia, a knowledge of the development of the sexual organs is 
essential, but as, in a work of such limited scope as the present, a 
detailed description would be impossible, a brief outline only will 
be given, and the student referred to his text-books on Physiology 
and Embryology for further information on this subject. 

The Intestine is at first a straight tube formed of the inner 
layer of the mesoblast, and lined by the hypoblast, terminating at 
its two extremities in blind pouches, the mouth and anus afterwards 
being formed by invaginations of the epiblast and absorption of 
the intervening tissues. 

The Bladder and Urethra are formed from the intra-fcetal 
portion of the allantoid. The allantoid is a hollow vascular pro- 
trusion growing from the lower part of the anterior intestinal wall, 
and carrying the blood-vessels of the embryo to the outer wall of 
the ovum, forming the foetal portion of the placenta. The intra- 
foetal portion at first forms part of the c/oaca, or common outlet of 
urinary, reproductive and intestinal tracts, but is afterwards sepa- 
rated from the intestine by the growth of the perineum, and then 
forms part of the wvo-genz/al sinus. Its upper portion, contracting, 
becomes the wzrachus, which attaches its central, dilated, portion— 
- the d/adder—to the umbilicus, while its lower portion, contracting 
also, becomes the Arostatic and membranous portion of the urethra 
in the male, and the entire urethra in the female. 

The Wolffian Bodies, or primordial kidneys appear very 
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early in intra-uterine life as two solid cords—one on either side— 
extending from just below the heart to near the posterior extremity 
of the embryo, and developed from the upper part of the inter- 
mediate cell mass (mesoblast) just beneath the epiblast, they sink 
down toward the pleuro-peritoneal cavity, and become hollow. 
Secreting tubules, or diverticula, spring from their inner sides, 
having dilated extremities, which soon become vascular and are 
very similar to the glomeruli of the kidneys. The ducts descend 
from their outer aspect and open into the uro-genital sinus. When 
the kidneys appear the Wolffian bodies atrophy, and can hardly 
be seen at the end of the third month. Their remains form zz the 
male the bodyand globus minor of the epididymis, the vas deferentia 
and the ejaculatory ducts ; in the female, the organ of Rosenmiiller, 
and Gaertner’'s canal. 

The Ovaries are formed as follows: The intermediate cell 
mass, and the peritoneum covering it, becomes thickened on the 
inner side of the Wolffian bodies, giving rise to an opaque ridge— 
the germinal ridge—covered with “ germ epithelium,” which 
becomes the testicle or ovary, according to the sex of the embryo; 
if the former, the cells of the germ epithelium atrophy and the 
glandular structure forms from the intermediate cell mass, independ- 
ently of them, while if the embryo be a female these cells increase 
rapidly in number and become imbedded in the surrounding mass, 
which develops into the stroma of the ovary, and, growing rapidly 
between the masses of cells, separates them from each other, thus 
forming islands, or nests. These nests, remaining connected with 
the superficial germ epithelium for some time, have the appear- 
ance of tubules, and have been called ‘‘ Piuger’s tubules.” The 
cells which form these nests continue to multiply rapidly, and some 
becoming differentiated, develop into ova, while the others, smaller 
and less developed, form the membrana granulosa (Waldeyer). 
Should two or more ova develop in one nest, they will usually 
form a separate centre around which the smaller cells will congre- 
gate, and will finally be isolated from one another by ingrowths 
of the stroma. The ova are formed by the transformation of the 
protoplasm of the larger cells into the wte//us, of the nucleus into 
the germinal vesicle, and of the nucleolus into the macula or 
germinal spot, while the zona pellucida or vitelline membrane 
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results from the subsequent consolidation of the outer layer of the 
yolk. 

The Oviducts, Uterus and Vagina are developed from 
furrows, which later, by the union of their edges, form canals, 
called Miller's ducts, derived, by a process of involution, from the 
peritoneum covering the intermediate cell mass on the outer wall 
of the Wolffian body of either side. 

Miiller’s ducts lie behind and between the Wolffian ducts, and 
running downward with the latter to open into the uro-genital 
sinus, their lower extremities approximate each other, and, at a 
later stage of their development, coalesce, their cavities remain- 
ing separated by a septum which however finally becomes absorbed, 
leaving the canals divergent above for about half their length, but 
united in a single passage below. 

In the female, the common canal thus formed becomes the vagza, 
the cervix and the greater part of the body of the uterus. The 
portion of the ducts immediately above this becomes the cornua of 
the uterus, while the remainder, diverging from one another form 
the oviducts. In the male, Miiller’s ducts become atrophied and 
form the szazus focularis and the hydatid of Morgagnt. 

Incomplete union of Miiller’s ducts gives rise to wferus unicornis 
(one-horned uterus), where not only is there an incomplete union, 
but also an arrest of development of one of the ducts. U~erus dz- 
cornis (double-horned uterus) is due to incomplete union of the 
ducts, both of which however have undergone development. If 
the septum which separates the coalesced ducts is not absorbed, 
double -uterus, and in rare cases, double vagina also will result. 

The ovary lies at first, in the female embryo, in the same position 
as does the testicle in the male, and is similarly enveloped by peri- 
toneum and connected to the gubernaculum. This latter crosses 
the Miillerian duct posteriorly, and then runs, as in the male, 
through the inguinal canal and is lost in the tissues in front of the 
pubes. 

It is that portion of Miiller’s duct which lies internally to the 
gubernaculum, that enters into the formation of the uterus, while 
that lying external to it forms the oviduct. The gubernaculum it- 
self, becoming adherent to the point of junction of these two por- 
tions of the internal genitals, forms, in its upper part, the ligament 
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of the ovary, and in its lower, the round ligament of the uterus. 
As the ovaries descend, they pass below and behind the ovi- 
ducts, which necessarily perform at the same time a move- 
ment of rotation from above downward and from_ before 
backward. L 

The round ligament, the oviduct, and the ovary and its liga- 
ment, become enveloped in double folds of the peritoneum, which 
enlarge with the growth of these organs and constitute the broad 
ligaments of the uterus. 

The External Genito-urinary Organs appear a little after 
the internal, and are at first identical in both sexes. A rounded 
eminence arises below and behind the symphysis pubis, and on it 
appears a median groove or depression, the genital cleft, which 
growing deeper and deeper, soon opens into the cloaca, which has 
previously been formed at the junction of the lower parts of the intes- 
tinal canal and the internal genito-urinary organs. A transverse 
septum next appears dividing this common outlet into an anterior 
portion, the wvo-genztal sinus, and a posterior portion, the azuws and 
rectum. The uro-genital sinus is the lowest part of the intra-foetal 
portion of the allantoid, and cominunicates above with the bladder. 
The Wolffian ducts and later the ureters and Miiller’s ducts open 
into it. As the vagina is formed and develops, it gradually con- 
tracts and becomes the urethra in the female. Two elongated em- 
inences now appear on either side of the uro-genital opening, which 
converge anteriorly to form the #enzs in the male, or the clitoris 
in the female, the groove between them forming the vestibule while 
its elongated margins form the labia minora, but which is conver- 
ted into a canal by the elongation and final union of its edges in 
the male, thus forming the spongy portion of the urethra, the pros- 
tatic and membranous portions being formed by the contracted 
lower part of the uro-genital sinus. 

Two cutaneous appendages now appear on either side, which, in 
the female remain separate, as the /aéza majora, while in the male 
they join to form the scvofwm, into which the testicles descend at 
birth. 

Should the genital cleft fail to penetrate to the junction of the 
genito-urinary and intestinal canals, complete atresia of the vulva 
and rectum will result; should the transverse septum—the 
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perinzesum—fail to separate the anus from the uro-genital sinus, 
there will be a continuance of the cloaca or common outlet of these 
canals, as in the case of fowls. 


FUNCTIONS OF THE FEMALE SEXUAL 
ORGANS. 


The External Genitalia are principally of use in the gen- 
erative acts (by contributing to the birth canal, and as organs of 
coitus). They also form part of the canal through which the men- 
strual and other discharges of internal organs escape. The glandu- 
lar apparatus lubricates the parts by its secretions, thus preventing 
friction, keeping the tissues soft and pliable, and preventing excoria- 
tion from the flow of urine as it passes out from the meatus urinarius. 

The Internal Genitalia are the organs chiefly concerned in 
reproduction. Ze vagina is an organ of coitus, and the canal 
through which the products of conception, the menstrual and other 
discharges, escape from the body. Zhe uterus is the cavity in which 
the impregnated ovule is received ; in which the ovum, embryo and 
foetus is retained, nourished and developed until it reaches maturity, 
and by which it is finally expelled into the world. It also is the 
principal organ engaged in menstruation, which will be subse- 
quently considered. The ovaries are the organs in which the 
ovules are retained until such time as they are ripe for impregna- 
tion, when they burst forth and are conveyed by the ovéducés to the 
uterus. 


OVULATION AND MENSTRUATION. 


For the proper understanding of the disorders of menstruation, 
a knowledge of its causes is imperative, and as menstruation 
depends on ovulation, a few words regarding the latter will not be 
out of place. 

When the ovule is about to become ripe, the irritation caused by 
the growing ovisac causes an active congestion of the ovary and 
other internal genitalia, while, at the same time, the veins are com- 
pressed by the muscular fibres of the ovary, thus producing also 
a passive congestion of this organ. Owing to this venous conges- 
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tion, fluid tends to accumulate in the cavity pf the ovisac, which, by 
the pressure it exerts, thins the walls of the ovisac, and, by cutting 
off the blood supply to the overlying portion of the ovary, induces 
a granular and fatty degeneration of that portion, which so weak- 
ens it that finally, under the continued pressure from within, the 
walls and the adjacent surface of the ovary give way, and the 
ovule, with much of the membrana granulosa, escapes, and pass- 
ing along the groove in the tubo-ovarian ligament, into which it is 
probably carried by the currents generated in the peritoneal fluid 
by the motion of the ciliz in the oviducts, it reaches the uterus, 
taking from eight to twelve days to traverse the Fallopian tube. In 
the meantime the uterus, in preparation for the reception of a 
fecundated ovule, and under the stimulus of the increased blood 
supply, has commenced to hypertrophy in all its component parts. 
Thus it is larger and heavier than normal; its walls are in a state 
of erection; the cavity is enlarged; the mucous membrane is 
swollen; the os externum partly opens and the neck softens; the 
mucous membrane is thrown into folds, especially at the fundus 
and on the side corresponding to that of the ovary from which the 
ovule is discharged. If the ovule should not become impregnated, 
or should be cast off without lodging in the uterus, this hypertro- 
phied mucous membrane, the decidua menstrualis, undergoes 
disintegration, its superficial layers desquamate, and the blood- 
vessels, which have been supported by this swollen mucous mem- 
brane, now give way under the increased blood pressure, their 
power of resistance having been lessened by the withdrawal of this 
support, and the menstrual flow results. Menstruation is therefore 
not simply the result of congestion of the uterus arising from the 
maturation and rupture of an ovisac and the discharge of an 
ovule. The afflux of blood to the uterus may take place without 
the rupture of any ovisac; and ova may be discharged without 
any afflux occurring. The presence of an ovary is, however, a 
necessary condition for menstruation. 

Derangement of the functions of the genitalia will be considered 
after the means of investigating female disorders have been briefly 
described. 


DISEASES OF WOMEN. 


GYNACOLOGICAL EXAMINATION. 


In order to arrive at a correct diagnosis of the nature of the dis- 
ease from which a patient is suffering, in as short a time as possi- 
ble, the physician should always examine every one presented to 
him, not only in a thorough, but in a systematic manner, so that 
every organ in turn will be interrogated, and the symptoms refer- 
able to each given their due importance in the history of the case. 
He should not arrive hurriedly at a diagnosis, nor form any opinion 
concerning the nature of the disease, until he has exhausted all 
the information which is attainable from the history, and by a 
careful physical examination of the patient. 

As a departure from this plan is attended not only with great 
loss of time, but often with great confusion, in gynecological, as 
well as in medical diagnosis, it is desirable to have a definite 
scheme for conducting examinations, both verbally and physically, 
to which the diagnostician should accustom himself, and which, if 
it include all the organs that may be the seat of disease, will 
enable him, with an unprejudiced mind, to give due prominence to 
each manifestation of the disease which he may meet in any par- 
ticular case. It is advisable, therefore, to adhere to a definite order 
of examining all patients, departing from it as little as the peculi- 
arities of the individual case will allow. 

Ascertain the zame, age, and residence of each patient; whether 
married or single, and, if the former, the zwmber of her pregnan- 
cies, of children born at full time (with the respective ages of her 
eldest and youngest child) ; the number of her miscarriages, if she 
has had any, and the period of pregnancy at which they have 
occurred ; whether they antedated or were subsequent to her last 
confinement, and whether any of her labors or miscarriages were 
attended with more than ordinary difficulty, and, if possible, the 
cause of the dystocia. Then learn the nature, duration, and 
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attributed cause of her present suffering, allowing the patient to 
tell her story in her own words, provided she does not wander 
from the point. Next it is usually advisable to interrogate her 
concerning her famzly history, thus discovering if there are any 
hereditary diseases which may have been transmitted to her. In 
doing this it is better not to alarm her if it is possible to prevent it, 
and for this reason these questions should be asked before she has 
made any statement which would seem to invite them. Then 
ascertain the condition of her health prior to her present sickness, 
and whether she had previously suffered from any similar ailment. 
If there is anything in her statement of her case which is not clear 
it is better to question her regarding it at this stage of the exam- 
ination before proceeding any further. Having thus learned the 
general history of the patient, her sexual history next demands 
attention. Toavoid embarrassment on the part of the woman, the 
physician should be entirely free from it himself, and should ques- 
tion her regarding her functions in an open, frank manner, as if 
he was accustomed to ask such questions of every patient,—as if 
it were a matter of course. Should he show any hesitancy in ask- 
ing, the woman will inevitably become embarrassed, will not 
answer him freely, and will probably lose confidence in him. 
Beginning with her menstrual history, he finds out how old she 
was when her sickness first made tts appearance; whether it has 
always been regular in time, in duration and in guantity ; the char- 
acter of the flow (free, scanty, clotted, dark, or pale), and the date 
when it last appeared and ceased. Anything morbid regarding 
menstruation, either in the past or present, as amenorrhea, men- 
orrhagia, metrorrhagia, or dysmenorrhea (with an accurate de- 
scription of the seat and character of the pains), should be care- 
fully investigated. 

Next find out if she is suffering, or has ever suffered, from any zéer- 
menstrual discharge, its character and quantity. Vaginal leucorrhcea 
is usually watery, white or clear, and of an acid reaction and 
smell; while uterine leucorrhoea is more often thick, tenacious and 
stringy, like the raw white of an egg. As most women suffer 
slightly from leucorrhoea for a few days before and after the men- 
strual period, this should not be regarded as pathological. It is 
occasionally necessary to inquire into the marriage relations of the 
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patient, but as a rule this is not done unless something in the his- 
tory or in the physical examination renders it advisable. Ask her 
also in regard to any functional disturbance of the d/adder and 
rectum, questioning her closely should any local disturbance exist; 
ascertain the condition of her digestion, circulation, respiration and 
nervous system, as these functions are often disordered in women 
suffering from uterine or ovarian diseases. 


POSITION OF THE PATIENT. 


Before studying the methods employed to arrive at the objective 
symptoms of a patient, it is well to understand the fosztions 
which the woman may occupy when undergoing examination, and 
the advantages and disadvantages of each of them. A patient 
about to undergo an examination may be placed (I) on” her back, 
(II) on her side, (111) on her knees, or (IV) she may stand before 
the examiner. 

(1) The Dorsal-Recumbent Position may be either :— 

(a) The Level-Dorsal Position, where the patient lies on a hard 
flat surface, of convenient height for the examiner, having the head, 
shoulders, sacrum, and soles of the feet on the same level, the 
thighs flexed nearly at right angles with the abdomen, and widely 
separated. This is the position most commonly assumed in this 
country, and is most wsefu/ where a bimanual examination is to be 
made, hence it should always be employed in a first examination. 

(0) Zhe Gluteo-Dorsal Position is similar to the preceding, but 
the thighs are flexed so as to be in contact with the abdomen, 
and are widely separated,—the position being the same as that in 
which the patient is placed for the operation of lateral lithotomy. This 
position is zsefu/ whenever (1) it is difficult to reach the cervix or 
other pelvic viscus, either from great thickness of the abdominal 
walls, rigidity of the abdomen or of the perinzeum, or from great 
length of the vagina. (2) Itisalsoa convenient position in which to 
perform certain operations, as those for vesico-vaginal fistule, or 
for laceration of the cervix. 

(11) When a patient is be examined on her side, she may either 
lie (a) directly on her side—the Lateral Position—or (6) partly on 
her side and partly on herabdomen—the Latero-abdominal Position. 
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In the Lateral Position the head is supported by a low pillow, the 
hips are at the edge of the table, the thighs flexed at right angles _ 
to the body, the shoulders and hips perpendicular to the plane of 
the table. This position is wsefu/ in exploring the lateral and 
posterior portions of the pelvis (the right half is best explored 
with the right forefinger, the patient lying on her left side, and vicé 
versa) ; in examining for a prolapsed ovary, if laterally displaced ; 
in examining for and detecting slight perimetric exudations; for 
detecting dislocations of the coccyx; in examining the rectum, 
either by the speculum or by eversion; and in percussing for free 
ascitic fluid. 
Fie. 8. 


PosiITION FOR Sims’ SPECULUM. 


(6) In the Latero-abdominal, Semiprone or Sims’ Position, the 
patient lies on her left side on a hard flat table; her head supported 
on a low pillow, and turned on her cheek; her left shoulder and 
left half of the thorax touching the table; the other shoulder but 
slightly raised from it; her left arm thrown out behind, and hanging 
over the edge of the table; her left hip touching the edge of the 
table, her right hip somewhat to the left, in correspondence with 
the right shoulder ; her knees and thighs flexed at right angles, the 
right knee slightly overlapping the left, and the feet close together, 
projecting over the corner of the table and supported. This position 
is most useful whenever an ocular examination of the parts with- 
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out any disturbance of their normal position is desirable, as well as 
for most instrumental and operative procedures on the vagina and 
cervix. 

(III) When a woman is to be examined on her knees, she 
may be placed either on her knees and chest—the genu-fectoral 
position—or on her knees and elbows—the genu-cubttal position. 

(2) In the Genu-fectoral position the patient is placed on a hard 
couch or table, with one side of her face supported by a low pillow, 
while her shoulders and the upper part of her thorax are on the 
couch. Her knees and hips are close to the edge of the table and 
her thighs at right angles to the abdomen. In this position the 
vagina is elongated and the uterus tends to become more anteflexed 
than normal. If, however, the uterus is retroverted, this position 
does not replace it, but causes the cervix to pass further from the 
vaginal orifice, on account of the elongation of the vagina. 

The genu-pectoral position is wsefu/ in the manipulations neces- 
sary for the replacement of retroverted uteri, or prolapsed uteri or 
ovaries, to aid in determining the length of an apparently elongated 
cervix, or in the introduction of certain pessaries. 

(6) In assuming the Geru-cubztal Position the patient rests on her 
elbows and knees, the thighs being flexed at right angles to the 
trunk. 

This position is occasionally resorted to in operations for vesico- 
vaginal fistula, when the parts are not readily accessible in the 
latero-abdominal position. 

(IV) The Erect Position is not often resorted to for purposes 
of examination. When it is, the patient stands before the exami- 
ner, who passes his hand under her clothes, as he sits or kneels 
before her, her thighs being well separated. 

This is a good position in which to verify diagnoses made with 
the patient in other positions, especially diagnosis of uterine dis- 
placements ; to ascertain the degree of prolapsus of the uterus, and 
to determine whether a pessary is in good position and fits the 
patient. 

The gynecologist in arriving at a diagnosis must make use of 
three of his senses, aided or not by instruments—these are the senses 
of sight, of hearing and of touch, the latter being the most useful. 
Occasionally, also, the sense of smell is useful in the diagnosis of 
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cancer. Of the meansof investigating disease, independent of the 
use of instruments, inspection may be first employed. 


(I.) INSPECTION 


(A) Of the Mamma is only to be practiced when the condi- 
tion of the patient demands it. The patient nay stand before the 
physician and uncover her breast, or better still, she may lie on 
her back with her clothes loose and her breast uncovered. When 
such an examination is necessary, the physician should observe 
the form, color, size and firmness of the breast, the presence or 
absence of cicatrices or other abnormal conditions, the prominence 
of the nipple and its shape and size, the color of the areola and the 
prominence of the tubercles of Montgomery, which, if prominent 
to an unusual degree, and the patient is not nursing a child at the 
time, afford strong presumptive evidence of pregnancy. 

(2) Of the Abdomen. 

(1) How Practiced. The patient lies in the level-dorsal position 
with her clothes loose about her waist; and well drawn up’ so 
as to uncover her abdomen. Her lower extremities are 
covered by a sheet, which is drawn up over the mons veneris, 
no part of which should be exposed. 

(2) What to Observe. ~The physician should note the form of 
the abdomen (whether it is distended or not), the shafe, the 
color, the condition of the wsdbzlicus (whether prominent, 
retracted or normal), any movements which may be present, 
due to a fcetus, intestinal peristalsis, to contractions of the 
abdominal muscles, or to pulsations of the abdominal aorta. 
He should observe the presence or note the absence of cica- 
trices, such as the linez albicantes, which, if recent, are 
pearly, glistening and of a bluish or livid hue, while if old are 

. dull white and scarred. They show that the abdomen has 
been distended, but are not diagnostic of previous pregnan- 
cies, as they are found in distention due to other causes, as 
great obesity, are often found on the thighs, and may even 
be seen in men. Cicatrices from other causes should also be 
looked for, as those due to tapping, to leeching, to cupping, or 
to incisions for diagnostic purposes, or for the removal of 
ovarian tumors, etc. 
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Any separation of the recti muscles should also be looked for, 
and the causes of all these conditions sought. 

(C) Of the Genitalia. 

This should only be practiced when absolutely required. 

(1) Indications for Inspection. Inspection of the genitalia is 
called for when the patient complains of any docal tenderness, 
or when there is a suspicion of chancre, or of gonorrhea ; 
when frurztus is present which may be due to eruptions, para- 
sites (pediculi or ascarides), irritating discharges, or neurotic 
conditions (seen specially in the aged), or when the patient 
complains of a protrusion from the vulval orifice. 

(2) How Practiced. The patient should lie in the level-dorsal 
position, with her clothes well drawn up under a sheet, which 
is spread entirely over her, and the lower part of which is 
then pressed inward between her thighs, so as to expose the 
genitalia, but completely cover her limbs. 

(3) What to Observe. Note the szze and color of the labia; the 
presence of pediculi, or of eruptions, the length of the pert- 
neum ,; hemorrhoids ; gaping of the vulval orifice, if present ; 
the szze of the clitoris; the presence of any wdcexs whether 
follicular, chancroidal, or epitheliomatous; the presence or 
absence of chancre, or of mucous patches; varicose veins or 
edema. 

Separate the labia with the fingers and observe the color of the 
mucous membrane at the vaginal orifice, which normally is a 
pale pink, but which when irritated or inflamed becomes red 
and eroded, and in pregnancy often assumes a bluish or 
purplish hue. See if there is any tendency to vectocele or 
cystocele, whether the ymen is present, is intact, or is replaced 
by the carunculz myrtiformes; and observe the presence of 
any secretion which may be escaping from the orifice of -the 
vagina. ‘ 

The character of any secretion should also be examined, even 
should there be none escaping, but only a small amount ad- 
herent to the examining finger or sound. Vagznal secretion 
is creamy, thin or purulent, and of an acid odor and reaction. 
When creamy it is usually chronic, and depends on venous 
congestion, or on general anzemia; when gveevzsh, it indicates 
some acute inflammation, as gonorrhcea. 
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Inflammation or cyst of the vulvo-vaginal gland should also be 
looked for and the appearance of the wxizary meatus should be 
observed; a patulous, enlarged meatus may be due to dilata- 
tion for diagnostic purposes; or, when the enlargement is 


excessive, to habitual use for copulation. 


Small, bright red 


bodies projecting from the meatus are urethral caruncles. 


CHARACTER. 


SOURCE. 


DISCHARGES FROM THE FEMALE, GENITALIA* 


|APPEARANCE AND PROPERTIES. 


Watery (hydrorrheeal 
and mixed). 


Mucous and epithe- 
lial, often contain- 
ing epithelial glob- 
ules, oil. Frequent- 
ly physiological 
exaggeration of the 
normalsecretion, as 
in pregnancy or as- 
sociated with men- 
struation. 


Sebaceous, readily 
becoming ‘purulent. 


Uterus—accompanying and fol- 
lowing pregnancy; associated 
with malignant disease, hyda- 
tids. 


Vagina—vesico-vaginal fistu- 


le, rupture of ovarian cyst. 
Discharge frequently physio- 
logical, both from uterus 
and vagina; the quantity of 
water the vagina can secrete 
is shown in the profuse dis- 
charge after a glycerin plug 
is worn in it, 

Fallopian tubes. 

Cavity of fundus uteri. 

Canal of cervix uteri. 


External surface of cervix and 
the lips of the os and fundus 
of the vagina, Seen occasion- 
ally in excess during preg- 
nancy. 


Some portion of vagina. 


Vulva, labia, vulvo-vaginal 
glands, sebaceous glands. 


At times colorless, or mixed with 
blood; variously colored, with 
cells of different kinds, or con- 
taining shreds of decomposing 
débris, or hydatids, or urine. 


Whitish, alkaline, columnar epi- 
thelium; at times viscid, like 
unboiled white of egg; when 
aggravated, fills the cervix and 
os uteri as a tenacious pus 
most difficult to remove, and 
is quite characteristic of endo- 
metritis. It may be the cause 
of sterility. Where the secre- 
tion is simply increased and 
attends corporeal lteucorrhcea 
it is known as the “ whites,’ 
and is as a rule a proof that 
the general health is not good. 

Acid reaction; varies in con- 
sistence—generally_ thick, 
creamy, white or yellowish- 
white, adhering often closely 
to the cervix and os uteri, and 
almost membranous in char- 
acter; squamous epithelial 
cells, oil globules, 

Acid mucus ; character depends 
on the nature of inflammation : 
contains at times parasites and 
fungi—trichomonas vaginalis; 
leptothryx buccalis. 


* « Practical Manual of Diseases of Women and Uterine Therapeutics,” 
by H. MacNaughton Jones, M.D., M.C.H., F.R.C.S.I. and E. 
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DISCHARGES FROM THE FEMALE GENITALIA. 


Continued. 
CHARACTER. SouRCE. APPEARANCE AND PROPERTIES. 
Pus. Purulent discharges may come! Acid, fatty mucus, oily particles, 


Hemorrhagic (ex- 
cluding the hemor- 
rhages of pregnan- 
cy). 


Hemorrhagic. 


Rectum.—Hemorrhoids ; 


from the Fallopian tubes, the 
result of salpingitis ; from any 
part of the uterus, mingled 
with mucus; from the vagina 
and vulva. Pus may find its 
way through fistulous open- 
ings, and into the vagina either 
by bursting of a suppurating 
cyst, which has formed adhe- 
sions, or the escape of pus from 
a pelvic abscess, the conse- 
quence of parametritis or a 
pelvic hematocele. 


Blood may pour from any portion 
of the generative tract. We 
have three principal heads 
under which we may classify 
the occurrence of all hemor- 
rhages: 1. Menstrual or 
altered menstrual flow. 2. Dis- 
ease occurring in any part, as 
in salpingitis, metritis, endo- 
metritis, catarrhal cervicitis, 
subinvolution, uterine fibroid, 
polypus of any kind, granula- 
tions, vascular tumors, ure- 
thralcaruncle. 3. ‘Traumatic, 
injuries, operations. 


Vagina.—Same constitutional 


causes as_ produce hemor- 
rhage from the vulva; granu- 
lations, abrasions, ulceration, 
varicose states, thrombus, 
traumatic causes, malignant 
disease, 

con- 
gestion of the "rectal mucous 
membrane; fissure; ulcer; 
malignant disease; traumatic 
causes. Bleeding from the 
rectum may accompany hem- 
orrhagic discharge from the 
vulva and vagina. 

Vulva—in the exanthemata 
(variola, typhoid and_typhifs 
fevers, measles) ; spinal menin- 
gitis; malignant ulceration; 
gangrene; noma; thrombus; 
varicose conditions; various 
blood states, as in leucocyth- 
zmia and scurvy; in hemor- 


epithelial cells. 

The appearance of the puru- 
lent secretion will in great 
measure depend on its source 
and the form of inflammation 
that has produced it; it may 
be profuse and thick, scanty 
and thin, very fetid or almost 
odorless, tinged with blood or 
rusty-looking, or of a dirty 
greenishcolor, The discharge 
of vaginitis is, as a rule, pro- 
fuse, pouring in quantity, 
and is, especially if it be gon- 
orrheeal, thick and yellow and 
persistent. It is mingled with 
epithelium. 

The blood at times is mixed 
with menstrual discharge, or 
is merely altered menstrual 
flow, excessive in quantity 
(menorrhagia) ; the blood is 
then mixed with the débris of 
uterine tissue, epithelial cells, 
fatty and oil particles, mucous 
corpuscles, or, if there be 
ulceration, pus, and the pro- 
ducts of inflammation. May 
be arterial or venous, depend- 
ant upon its cause, whether 
there is active or passive con- 
gestion, due to direct rupture 
of vessels from ulceration and 
slough, or by laceration, or 
wounds of any kind. In the 
various blood conditions and 
exanthemata, the blood poured 
out is generally dark and does 
not readily coagulate, render- 
ing the hemorrhage difficult of 
suppression, 
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DISCHARGES FROM THE FEMALE GENITALIA. 


Continued. 
CHARACTER. Source. APPEARANCE AND PROPERTIES. 
rhagic diathesis; wounds, 
operations, coitus; from vas- 
cular excrescences, and tu 
mors. 
1.—Those hemor-|U¢erus.—1. Simple menorrha- 


N 


rhages connected 
with menstruation, 
and often associated 
with irregularity of 
the menstrual 
period. 


.—Hemorrhages due 


gia—physiological excess at- 
tendant upon ovulation; in 
plethoric states from excess 
of coitus ; excessive menstrua- 
tion at the ‘‘ change of life””— 
during the menopause; from 
suppressed skin secretion ; the 
result of cold taken previous 
to or during menstruation. 
Uterine hemorrhage dependent 


to disease else-| upon hepatic, cardiac and 

where. renal affections; in phthisical 
states. 

3.—Hemorrhage due|Uterine hemorrhage associated 


to abnormal uterine 
states, and morbid 
changes in the uter- 
ine tissues. 


Air (physometra). 


The air is expelled 


with uterine hyperplasia, sub- 
involution, hypertrophy; ver- 
sions and flexions, simple con- 
gestion, of cervix or body; 
stenosis; metritis; endome- 
tritis; fibroid enlargements ; 
polyps; granular changes in 
the endometrium; fissure of 
the os uteri and cervix ; throm- 
bus ; malignant disease ; extra- 
uterine foetation ; syphilitic dis- 
ease; wounds. 

Vagina and Uterus.—In the 
knee and elbow position air 


by the muscular| enters the vagina more or less 
action of the vagi-| readily; the vaginal walls 
nal wall. separate. Also in the semi- 


prone position. Air may accu- 
mulate when a pessary is 
worn; if there be a fistulous 
communication with the bowel, 
or in prolapsus uteri. 


(II.) AUSCULTATION. 


This should never be neglected when there is any reason to sus- 
pect pregnancy. It is useful, not only in aiding the detection of 
advanced pregnancy, butealso in aneurism; in adhesions, where 
friction sounds may sometimes be heard; in tumors nourished by 
large arteries, where a systolic thrill and murmur may be detected; 
and in ascitic fluid, which, when free in the peritoneal cavity, will 
cause a splashing sound on change of position. 
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(III.) PERCUSSION. 


(1) How Practiced.—Percussion is performed in the usual 
manner with the fingers or pleximeter—the patient lying in 
the recumbent posture, with the thighs flexed, the clothing loose 
about the waist, and the abdomen exposed. After percussion 
has been performed in this position, it should be repeated when 
the patient is lying on either side, and finally, if necessary, while 
the patient is seated before the physician. 

(2) Percussion is useful to determine the extent of tumors by 
ascertaining the extent of the line of dulness which it elicits; to 
determine whether the intestine ts interposed between the tumor 
and the abdominal wall; to diagnose between ovarian tumors, 
where the uniform dulness will show that the intestines have 
been displaced laterally and behind the tumor, and the percus- 
sion dulness will not change its site when the position of the pa- 
tient is altered; and renal or splenic growths where the intestinal 
tympanic note is usually heard at some spot on the anterior ab- 
dominal wall; free flucd in the abdominal cavity is shown by a 
tympanitic sound generally found on the anterior abdominal 
wall, with dulness at the sides and below, while on change of 
position the tympanitic note rises to the highest level, the area 
of dulness sinking to the lowest; a movable mass in the abdo- 
men Causes a change in the position of the dulness on change 
of position of the patient. Percussion is also useful to define 
or locate Alastic exudations in the cellular tissue of the broad 
ligaments and peritoneal cavity. 


(IV.) PALPATION. 


(1) How Performed.—The patient should be placed in the 
level-dorsal or gluteo-dorsal position, with the thighs sharply 
flexed but not separated. The physician should use the tips 
of his fingers only, and, with a pawing motion, carefully ex- 
plore in regular succession the supra-umbilical region with the 
fingers pointing upward, the median region with the fingers 
pointing directly backward, and the infra-umbilical region 
with the fingers pointing downward to the pubis. 
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(2) Obstacles to thorough Palpation :— 

* (a) Reflex contraction of .the abdominal muscles may prevent a 
thorough exploration by this means, but may be partially 
prevented by gentleness in the manipulation, or it may be 
overcome, when it is not possible otherwise to prevent it, by 
etherization. 

(6) Much adipose tissue in the abdominal walls may also ren- 
der palpation difficult, if not impossible. 

(c) Tenderness and inflammation of the abdominal or pelvic 
viscera may prevent the examination, but gentleness and 
persuasion will often overcome the dread of the procedure, 
and the consequent contraction arising therefrom. 

(2) An accumulation of free fluid in the abdominal cavity 
may render palpation useless, and may have to be removed 
before it can be performed with success. 

(3) Caution must be used in this manipulation so that ad- 
hesions be not injured, or small cysts ruptured. 

(4) Uses.—Palpation is especially useful in detecting and trac- 
ing out /arge tumors attached to the uterus, ovaries, liver, 
spleen, kidneys, etc. It aids materially in the diagnosis of 
(a) Pregnancy, which, if early, causes a spherical, uniform 

enlargement of the uterus, which will be elastic on palpation 
and dull on percussion; and this, with the rational signs 
make the diagnosis easy; while if the examination is per- 
formed at a later period, the fcetal parts may be recognized 
through the abdominal walls by the palpating fingers. 

(6) Déstended Bladder.—The bladder should always be emp- 
tied before an examination. If, however, this precaution 
has been neglected, palpation will show a uniform ovoid, 
holding a central position, with no depression between the 
tumor and the symphysis pubis, the tumor being dull on per- 
cussion and tender to the touch. 

(c) Fecal Accumulations (if large)—When these are in the 
sigmoid flexure they might readily be mistaken for semz- 
solid ovarian tumors or cotls of intestine matted together; 
but fecal masses are at first soft, pultaceous, and readily 
displacable, while later they are hard nodules, 

(@) Tumors in the Anterior Abdominal Walls, from Jntra- 
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peritoneal Growths.—In the former case it is often possible 
to make the hands almost meet behind the tumor. 

(e) Subperttoneal Plastic Exudations in the iliac fossa, from 
Pelvic Exudations, by the fact that the former can be very 
readily palpated and percussed, while the latter are difficult 
of access. 

(f) Retroperitoneal Tumors (from the liver, spleen, kidneys, 
etc.) usually grow downward, leaving a groove between 
the pubis and the tumor, while 

(g) Pelvic Tumors, as a rule, grow upward, and leave no such 
groove. 

Diagnosis of the Variety of Tumor by Palpation :— 

Palpation is also useful in the diagnosis of the variety of 
tumor from which the patient suffers, thus :— 

(a) A smooth, uniform, elastic tumor, transmitting a wavy 
sensation to one hand placed against it when it is percussed 
by the other hand, must be due to a éarge cyst with thin 
walls and fluid contents. 

(0) A hard, dense, nodular mass, eich protuberances on its 
surface giving no sense of fluctuation to the hand, is most 
likely a subperitoneal uterine fibroid. 

(c) A doughy, fleshy mass, with irregular surface, is probably 
either a semi-solid ovarian tumor or a uterine fibro-cyst. 

(2) The sensation of gradual hardening on palpation is char- 
acteristic of szuscular fibre, and is most probably due to an 
enlarged uterus. ; 

(e) Fluctuation may be hard to detect when very deeply 
seated. A soft, vascular myoma, or the elastic wave due to 
much adipose tissue in the abdominal walls, may be mis- 
taken for fluctuation. 

When there is a collection of ascitic fludd in the abdominal cavity, 
the seat and area of fluctuation (as well as the percussion dulness) 
will change on change of posture. 

The more rapid the wave transmitted to the hand, the thinner is 
the fluid. 
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(V.) DIGITAL EXAMINATION. 

Of all the means at the disposal of the gynzecologist, the /ouch, 
as it is called, is the most important, and the one from which he 
derives most information. 

(1) How Made.—The patient having assumed one of the 

positions already mentioned, the physician stands, sits or 


FIG. 9. 
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Dicirat ExaMINATION IN THE DorsaL Posit1on—ToucHINnG THE Cervix (%). (By/ord.) 


kneels before her, as is most convenient to him, and passing 
his hand (the left is usually preferred) under the sheet which 
covers her, he introduces his forefinger, or his fore and middle 
fingers, into her vulva, being careful to introduce the fingers 
into the lower or posterior part first,as otherwise he may touch 
the clitoris and cause an orgasm which would not only be em- 
barrassing to the patient, but would seriously interfere with the 
results of the examination, 
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He should carefully explore, in regular order, the vu/va, the or7- 
jice, walls, cavity and vaults of the vagina, and lastly the w/er- 
us. Inspection of the genitalia may, if necessary, be practiced 
at the same time. A digital examination is sometimes made 
through the rectum, when it is desirable to explore the retro- 
uterine space, Douglas's cul-de-sac, the posterior uterine sur- 
face, the sacral excavation, or the sacro-sciatic notches, or 
through the bladder, the urethra having been previously dila- 
ted, if it is necessary to ascertain the condition of that viscus, 
or of the ante-uterine peritoneal excavation and cellular tissue, 
or the anterior uterine surface and fundus. As, however, it is 
ordinarily only necessary to investigate the condition of the 
cervix, the recto- and vesico-vaginal septa, the vaginal vaults 
and para-uterine cellular tissue, the other parts being easily 
reached on making a bi-manual examination, it is only in 
special cases that the latter cavity is used for exploratory pur- 
poses. 

(2) What to Examine for :— 

(a) The Vulva :—(aa) Enlarged, pendulous, and highly pig- 
mented nymphe give rise to a suspicion of masturbation, or 
of sexual excesses, or may be due to frequent parturition. 

(46) Evosions on the labia majora are caused by scratching to 
relieve the irritation caused by pruritus vulvz or parasites. 
If the erosions are flat and somewhat elevated, they are due 
to folliculitis, or are mucous patches. 

(cc) A lacerated fourchette or perineum, or obliterated carun- 
cule myrtiformes, usually means previous parturitions. 

(dd) Unbroken hymen, with sharp borders, spherical or cres- 
centic in outline, usually, but not always, denotes virginity. 

(ee) A hymen which ts torn in one or more places, but which is 
capable of being restored by bringing its edges together, gen- 
erally indicates that sexual intercourse has taken place but 
childbirth has never occurred. The hymen may however 
be ruptured from other causes, as for diagnostic purposes, or 
even by scratching to relieve irritation of the parts. 

(f) If the hymen is imperforate and is bulging at the vaginal 
orifice, it indicates that the menses are retained by it, and 
calls for an operation to allow them to escape. 
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(gg) An enlarged patulous meatus urinarius may be due to 
dilatation for diagnostic purposes, or if excessively enlarged, 
may possibly have been used for copulation habitually. 

(Ah) A small, bright red body projecting from the urethra is a 
caruncle or hyperplastic papilla; or, if in the form of a 
complete ring around the meatus, prolapse of the urethra. 
It generally causes painful and frequent urination. 

(0) The Vagina. 

(aa) The orifice ts gaping and patulous after a recent con- 
finement, or in women who have borne many children; is 
red, eroded and tender when any irritating discharge is 
present, or in women who indulge in excessive sexual in- 
tercourse, or practice masturbation. 

(66) The walls. A protrusion of either the anterior or pos- 
terior wall results from vaginal subinvolution subsequent to 
confinement, or from relaxation from some other cause. 

(cc) The cavity may be very rough (feeling somewhat like a 
nutmeg grater) from granular vaginitis—a congestion or 
hyperplasia of the vaginal papillz ; or very smooth, slippery 
and moist, from hyper-secretion, either of the vaginal or 
uterine mucous membranes, or adhesions may be felt be- 
tween the vagina and cervix, or cicatricial contractions of 
the vagina may be present, either of which may have been 
caused by adhesive vaginitis of puerperal, or of specific 
origin, by the abuse of caustics, or by ulceration, which may 
be produced, for instance, by the long-continued use of a 
pessary. 

(dd) The vaults. A solid body felt in front of the cervix, is 
usually the w/erine fundus displaced anteriorly (other tumors 

‘in this situation are rare); sometimes wéerine fibromata are 
found in this situation, sometimes a hematocele, or a cellu- 
“itic deposit, and occasionally an enlarged and anteriorly 
displaced ovary may be found here. 

A solid body behind the cervix is most commonly a retro- 
displaced fundus uteri (generally soft, elastic, oblong and 
tender); or quite frequently, it is a sudperitoneal uterine 
fibroid (usually hard, elastic, perhaps nodular and often 
irregular in outline); sma// ovarian tumors are also found 
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in this situation (they are soft, elastic, more spherical and 
usually slightly tender); all of these tumors are movable 
when the uterus is moved, and should be gradually pushed 
up and their relations to other parts carefully studied. 
They are only immovable when adhesions have formed, 
attaching them to other parts. A cel/ulitic or peritonitic 
exudation is also found in this situation, as may also be 
the remains of an ematoce/e (when recent, they are soft, 
doughy, impressible and very tender; when of longer 
standing they are hard, almost board-like to the touch, 
dense and scarcely sensitive at all); these tumors are ab- 
solutely immovable. A rectum loaded with feces may 
give rise to a tumor in the posterior vaginal vault, but it is _ 
easily recognized by its impressibility and the number of 
scybala which it contains. A frolapfsed and slightly 
enlarged ovary may often be felt directly behind the cervix 
in Douglas’s cul-de-sac, on a level with the os uteri (they 
are flat, movable, tender bodies, about the size of an almond 
or small fig ; they are often so movable that it requires two 
fingers to grasp them, and are not sensitive except on severe 
pressure, unless they are enlarged or inflamed); some- 
times both ovaries will be found prolapsed in this situation. 
Among the rarer tumors found here are sacral exostoses, or 
carcinomata and pelvic echinococcus tumors. 

At the sides of the cervix, the finger should normally detect 
only a soft, elastic, somewhat resistant sensation during an 
examination ; cellulitis in the broad ligament will give rise to 
a moderately firme, smooth, often convex, tumor, tender, some- 
times hard, sometimes doughy and boggy, sometimes fluc- 
tuating; if of long standing the tumor will be shrunken, 
hard, and not sensitive. Jrregular, flat, more or less ten- 
der nodules are often found in different parts of the ve/ro- 
lateral pelvic connective tissue, and are the remains of for- 
mer attacks of cellulitis, or perhaps enlarged pelvic glands. 

(c) The Uterus. 

(aa) Shape of the Os Uteri—A small round or transverse os 
with smooth lips usually indicates that the patient has not 
borne children. Sometimes, however, asmall transverse os 
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is met with in multiparze, who have sustained no injury to 
the soft parts during childbirth. 

A rigid os, cicatricially contracted, usually results from the 
abuse of caustics, and may be the cause of acquired ster- 
ility. 

A gaping fissured os, often admitting the end of the finger, 
and having irregular lips, is found in multiparz. 

A patulous external os, the borders of which are intact, is 
seen in multiparze during chronic endocervicitis, or after the 
use of tents; it is also found after a recent abortion, when 
there will be excessive moisture and softness of the os. 

A long pointed conical cervix, or a cervix curled up anteriorly 
with the os pointing upward, or with a minute pin-hole os, 
is often the cause of congenital sterility. 

(6b) Shape of the Cervix.—When the surface of the cervix is 
irregular and nodular, feeling somewhat like peas under the 
mucous membrane, there is either an eversion of the cervical 
mucous membrane or a laceration of the cervix; little 
retention cysts—the ovula Nabothi—have formed. This 
condition sometimes closely simulates epithelioma, but scari- 
fication (a glairy mucous escapes if it is due to retention 
cysts) and subsequent microscopical examination will settle 
the diagnosis. 

If the cervix is fissured, it usually indicates that a child has 
been delivered at or near full term, but does not necessarily 
prove that the obstetrician has been unskillful, as laceration 
sometimes occurs even under the hands of the most accom- 
plished physician. 

A crater-like excavation in an immovable cervix, into which 
the finger can often be introduced almost to the os internum, 
the edges of the excavation being hard and irregular, and 
nodular swellings being felt imbedded in the vaginal walls, 
indicates the ulcerative stage of carcinoma. 

(cc) Consistence of the Cervix.—Excessive softness and puffi- 
ness of the cervix, often associated with hypersecretion, and 
with softness and puffiness of the vagina and labia, is gen- 
erally due to pregnancy. 

A soft, readily-bleeding cauliflower-like growth of large size, 
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involving the whole cervix, or growing from either lip (usu- 
ally the anterior lip particularly) and readily breaking down 
under the examining finger, can only be epithelioma. 

A hard, almost cartilaginous, somewhat enlarged cervix, is 
either due to hyperplasia (subinvolution), to the application 
of caustics to a lacerated cervix, or an everted mucous mem- 
brane, or to the early stage of scirrhus carcinoma (a micro- 
scopical examination of the scrapings from the cervix will 
settle the diagnosis). 

A puffy, moderately hard, and nodular cervix, two or three 
times the normal size, with the enlargement usually extend- 
ing above the vaginal insertion is the first stage of paren- 
chymatous cancer. 

(dd) Position of the Cervix.—Tlf the cervix and os uteri point 
backward, the fundus is probably in the opposite direction, 

If the cervix ts forward under the symphysis, the fundus can 
be felt through the posterior vaginal vault, except where 
there is a retro-uterine tumor, when the uterus is usually 
straight, and it often cannot be felt through the vagina at all. 

Lf the cervix and os are in the normal position, but the ex- 
amining finger detects az angle at the vaginal insertion in 
the anterior, or in the posterior vaginal vault, there is either 
ante- or retroflexion as the case may be. 

Lf the cervix ts drawn to one side of the pelvis, the fundus 
usually occupies the opposite side. This is generally due to 
adhesions, either in the broad ligament from cellulitis, or in 
other parts of the pelvis, or to uterine tumors. 


(VI.) BIMANUAL EXAMINATION. 


(1) Definition.—This is the simultaneous use of both hands, 
the fingers of one being used in the vagina or rectum, while 
the other hand is used externally to depress or steady movable 
abdomino-pelvic viscera; to move them about, or to palpate 
their surfaces. It is of great use in ascertaining the presence 
or absence of the pelvic viscera, their position, mobility, size, 
shape, and the presence and attachment of pathological form- 
ations in their neighborhood. 
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(2) Indications for a Bimanual Examination.—When- 
ever digital examination is undertaken, a bimanual examina- 
tion should be made at the same time. 


Fic. 10. 


“ill 
BIMANUAL PALPATION OF THE UTERUS FROM THE POSTERIOR VAGINAL WALL. 
(Byford.) 


(3) Contra-indications.—Spasmodic contractions, inflamma- 
tion, or hyperzesthesia of the abdominal walls, may interfere 
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with an examination, but are to be overcome in the same 

manner as when they interfere with palpation. 

(4) Varieties.—Bimanual Examination may be either Recéo- 
abdominal or Vagino-abdominal. The latter is more gen- 
erally employed. 

(A) VAGINO-ABDOMINAL EXAMINATION is ferformed as follows: 
After the finger in the vagina has explored the vaginal vault 
and the vaginal portion of the cervix, the other hand, which was 
placed over the abdomen with the fingers slightly bent when the 
examination began, is gradually pressed downward toward the 
vaginal finger, until the fundus uteri is felt between the hands. 
If the hands almost meet in the anterior vaginal vault, no fundus 
uteri being felt between them, the vaginal finger is placed behind 
the cervix and the manipulation repeated. When the fundus has 
been found, it should be carefully studied, by making alternate 
pressure from above and from below, and by grasping it, if pos- 
sible, between the thumb and fingers of the external hand, or by 
feeling its surface carefully by means of a pawing motion with 
the external fingers, as in abdominal palpation. Pressure should 
be made with the external hand midway between the symphysis 
pubis and the umbilicus, downward and somewhat backward, 
in order to find the fundus uteri. 

After exploring the uterus thoroughly in the manner described, the 
remainder of the pelvis should be examined carefully, by 
moving the external hand to various parts of the lower ab- 
dominal surface and repeating the “asp epee already de- 
tailed, 

(5) What to Ascertain.—(@) Uterus. (aa) Presence or Ab- 
sence. Endeavor to include the uterus between the fingers in 
the vagina and the hand on the abdomen, and thus determine 
its presence. 

(26) Position. (aaa) Normal; the vaginal fingers detect no 
solid body in either the anterior or the posterior vaginal 
vault, but the fundus may be pushed down by the hand on 
the abdomen, and the uterus included between the hands. 
(666) Ante-displacement : the fingers in the vagina detect a 
solid body in the anterior vault, which combined manipula- 
tion shows to be the uterus. The diagnosis may be verified 
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by the sound if its employment is not contra-indicated. 
(ccc) Retro-displacement: the vaginal examination has de- 
tected no solid body in the anterior vault, but has discov- 
ered a solid body in the posterior vault; the external hand 
cannot depress the fundus into the anterior vault, and often 
may have difficulty in detecting its presence. Press up the 
body in the posterior vault by the fingers in the vagina, and 
endeavor to study it. The fundus cannot be detected else- 
where. The diagnosis can be verified by the sound if its 
introduction is not contra-indicated. (ddd) Jnversion: the 
finger in the vagina detects a pyriform tumor, surrounded 
above by a collar (the cervix), while careful vagino-abdom- 
inal, recto-abdominal, and vesico-rectal examinations reveal 
the absence of the fundus above. 

(cc) Mobility. Normally the uterus is freely movable. 

(aaa) Excessive mobility is shown by the fact that the uterus 
can be easily anteverted, retroverted, or displaced down- 
ward. It indicates that the uterine ligaments are in a state 
of relaxation. (440) Diminished mobility, especially when 
conjoined with a feeling of resistance, shows that there has 
been previous inflammatory thickening, or shortening of the 
uterine ligaments, or the formation of adhesions holding the 
uterus in a fixed position. 

(dd) Size. The normal size of the uterus is about 3/7 x 27” 
x 1’’. Any deviation from the normal size and weight of 
the uterus can be readily recognized by the experienced 
finger. (aaa) Slight enlargement may be due to early 
pregnancy: in this case the uterus is more pyriform than 
normal, the cervix is softer, and the fundus is more rounded. 
The history of amenorrhcea, and of morning sickness also, 
materially aid the diagnosis. In acute metritis there is 
tenderness on moving the cervix, which is swollen; tender- 
ness over the abdomen in the situation of the fundus; the 
abdominal muscles resist manipulations, and there is fever 
and general constitutional disturbance. In chronic metritis 
(areolar hyperplasia—subinvolution) the uterus is equally 
enlarged and the shape is not altered, the uterine tissues are 
firmer than normal, and on introducing the sound (if not 
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contra-indicated), it is found to pass into the uterine cavity 
for more than two and a half inches, and finds that cavity 
large and roomy. In chronic endometritis the uterine 
tissues are soft and flabby, the sound passes in for more 
than the normal distance, often detects irregularities of the 
mucous membrane, and its withdrawal is followed by more 
than the usual bleeding. Siadl intra-uterine growths give 
rise to enlargement of the uterus. The uterus in these cases 
is enlarged and firm, the os may be dilated, and the polypus 
may be felt protruding from or occupying it; the history 
differs from that of pregnancy, the sound passes in for four 
or five inches often, and may detect the growth; small 
mucous polypi, however, may escape detection until the 
cavity of the uterus has been dilated and explored by the 
finger. Granular endometritis rarely gives rise to much 
enlargement. ydrometra also causes some enlargement, 
but the uterus is rarely larger than a small orange; there 
is some occlusion, preventing the escape of the serous 
fluid; there is fluctuation, absence of ballottement, and of 
the foetal heart sounds, and the trouble usually occurs after 
the menopause. /Physometra also occurs after the meno- 
pause; the uterus increases very slowly in size, is light in 
weight, and a tympanitic note is elicited by percussing over 
the fundus. Carcinoma of the uterine body is rare. It is 
diagnosed by the history and later by the cachexia, the 
uterus soon becomes immobile, the sound shows that the 
cavity is enlarged, and its use is followed by profuse 
hemorrhage; it may detect the irregular surface of the 
uterine mucous membrane; curetting the uterus and the 
examination of the scrapings with the microscope will settle 
the diagnosis. Sarcoma of the uterus is diagnosed by the 
history; the sound shows the uterine cavity much enlarged, 
and its use is followed by much hemorrhage; curetting and 
the use of the microscope decides the nature of the case. 
(666) Great Enlargement of the Uterus may be due to Preg- 
nancy or to Hydramnios. In these cases the subjective signs 
of pregnancy establish the diagnosis. @ematometra is 
due to atresia, either congenital or acquired. The history 
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and the presence of the obstruction to the escape of the men- 

strual fluid show the nature of the case. 

(ccc) Diminished Size of the Uterus may be due to Congenital 
Malformation, Arrested Development cr Atrophy. UHerethe 
history of amenorrheea, or of scanty menstruation ; of steril- 
ity, if the woman be married, and often of hysteria, with the 
small size of the uterus, indicates the nature of the case. .Sz- 
per-involution or Sentle Atrophy also gives rise to a uterus 
smaller than normal. In the former case the history indi- 
cates that the trouble followed childbirth; there is absent 
menstruation, usually pain at the menstrual periods, often 
hysteria, and other functional and constitutional disturbances; 
in the latter case, the age of the patient, the menopause, and 
the absence of symptoms which can be attributable to the 
size of the uterus, together with atrophy of the other genera- 
tive organs, establish the diagnosis. 

(ee) Shape of the Uterus— Normally the uterus is somewhat 
pyriform in shape, flattened from before backward. 

(aaa) Malformation due to Arrest of Development.—The most 
common are due to failure in embryonic development, and 
are the two-horned uterus; the one-horned uterus, and the 
double uterus. 

Uterus Unicornis (one-horned uterus) is not always easy to 
diagnose. The fundus is turned to one side of the pelvis 
and has one ovary connected with it; the rudimentary 
horn and the other ovary lie at some distance from the 
fundus. 

Uterus Didelphys (where the two halves remain separate 
throughout their entire course; rare). Here a groove is 
felt on the external surface of the uterus, and two sounds, 
when not contra-indicated, can be passed into the two 
sides, without coming in contact with each other. 

Uterus Bicornis is comparatively frequent. Bimanual exami- 
nation reveals a fundus of unusual breadth, with a depres- 
sion in the centre. 

(466) Pregnancy will alter the shape of the uterus. For the 
first 3 months the uterus is more pyriform than normal, 
because the fundus particularly is developing. The 
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anterior, posterior and transverse diameters are equal, the 
cervix is soft, there is some enlargement, with a soft, regular 
and obscurely elastic feel showing the presence of some 
fluid within it. 

During the second 3 months the uterus becomes more 
regularly enlarged, and spheroidal in form, from develop- 
ment especially of the walls. The characteristic changes 
in position, and the positive signs of pregnancy should 
render the diagnosis easy, as arule. 

During the last 3 months of pregnancy the uterus assumes 
an ovoidal shape, on account of the development of the 
cervico-uterine canal and of the lower segment. The 
positive signs of pregnancy render the diagnosis easy. 

(ccc) Lrregularities in the shape of the uterus may be due to 
extra-uterine fibromata, malformations (see above), or inter- 
stitial extra-uterine pregnancy. Thelatter is of rare occur- 
rence, and as the cyst ruptures very early into the peritoneal 
cavity, or into the uterus, it can hardly be diagnosed from 
a normal pregnancy prior to rupture. Sudbferitoneal 
Jibromata have been spoken of in connection with abdominal 
palpation. In addition to what was then said, it may be 
added thaton bimanual examination the tumors are found 
to be continuous with the uterus. 

(7) Sensitiveness.—NVormally the uterus is not sensitive on 
examination, but should any acute inflammatory condition 
be present either in the organ itself, or in the connective 
tissue or peritoneum in its vicinity, pain will be complained 
of on touching, or, at all events, on moving, the uterus. In 
chronic metritis also pain is experienced, and the uterus is 
found to be enlarged (see above). When the uterus is 
bound down by adhesions, pain will be felt on attempting to 
move it. 

(gg) Consistence-—The normal uterus is firm rather than 
hard. It is rendered soft by pregnancy, or when any fluid 
is retained in its cavity, and is Zarder than normal in 
afeolar hyperplasia (subinvolution), and when _ uterine 
fibromata are present, 

(4) The Ovaries.—These organs are not always easy to detect 
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when they are normal. Sometimes one or both ovaries are 
congenitally absent; when one ovary alone is absent, uterus 
unicornis usually exists, but the reverse is not necessarily 
true. Sometimes a third ovary is present. When this is 
the case, the supernumerary ovary is usually found near one 
of the others, and either in or behind the broad ligament. 

(aa) Position.—Normally the ovaries are felt about the level 
of the pelvic brim, midway between the angle of the uterus 
and the border of the psoas muscle of either side. They 
feel like small spherical bodies about the size of a hickory 
nut, and readily glide away from the examining finger, so 
that thorough exploration of them is very difficult, without 
they can be fixed between the hand on the abdomen and 
the finger in the vagina. 

They are often more readily accessible by a recto-abdominal 
exploration, especially if the uterus is either anteverted or 
anteflexed. If they are not felt inthe normal position, they 
should be sought in other parts of the pelvis, as they may 
be prolapsed. When completely prolapsed the ovary is 
usually found directly behind the uterus in the lower part of 
Douglas’s cul-de-sac (the introduction of the sound will 
differentiate this condition from a retro-displaced uterine fun- 
dus). When the prolapse ts only partial, the ovary gener- 
ally lies on one or the other side of the uterus a little above 
the junction of the body and neck, and is best explored by 
passing the finger up as high ag it can go on either side of 
the cervix, and then carried downward toward the sacrum, 
so that if the ovary is displaced it will be caught between the 
finger and the sacrum. It can thus be fixed and its sensi- 
tiveness and mobility determined. 

(06) Size—The ovary is enlarged in acute or in chronic ova- 
ritis. In these cases, a mobile, tender body is found, about 
the size of a walnut or slightly larger, which is shown on bi- 
manual examination to be an enlarged ovary, and pressure 
on which causes the characteristic sickening ovarian pain. 
They are differentiated by the acute or chronic symptoms. 

An ovary enclosed in a mass of plastic exudation, gives the 
above physical signs, but is fixed in position,—not mobile, 
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The ovary may be atrophied, and so small in consequence 
as to appear absent. 

(cc) Neoplasms of the ovary should also be sought for. They 
have already been alluded to in speaking of Palpation, and 
will be considered again under Diseases of the Ovary. 

(c) The Oviducts, when norma/, cannot, as a rule, be felt on bi- 
manual examination. Occasionally the round ligaments 
can be detected, feeling like little round cords rolling under 
the finger, and passing outward and forward from the sides 
of the fundus. When the oviducts are ex/arged, as happens 
in salpingitis (occasionally), in kydrosalpinx, pyosalpinx, and 
hematosalipinx, they will be recognized high up in the pel- 
vis, as elongated, tortuous and dilated tubes, lying at the side 
of the uterus, and often separated from it by a small piece 
of undilated tube, which is found between the sac and the 
womb. These conditions are differentiated from each other 
by the symptoms. They might be mistaken for Jedicula- 
ted subperitoneal fibro-cysts, but these are usually easily 
recognized by their hardness and roundness; cysts of the 
broad ligament are differentiated by being unilateral, and 
not possessing the characteristic dilatations of tubal diseases ; 
small ovarian cysts are often situated in Douglas's cul-de- 
sac elevating the uterus, which is usually displaced forward, 
as will be the case when the diseased tube occupies a simi- 
lar position ; but in these cases it is often possible to find the 
corresponding ovary in its normal position and in a healthy 
condition by a careful recto-abdominal examination; re- 
tained fluid (generally blood) in a malformed uterus might 
be mistaken for hydropstub@, and can often only be diag- 
nosed by the history, and in cases of great doubt, by explora- 
tory puncture; from fudal pregnancy, it is differentiated by 
being usually double, and by the absence of the changes in 
the vagina, uterus and breasts which indicate pregnancy. 

(2) New Growths.—Bimanual exploration furnishes important 
information, very frequently, in the case of tumors project- 
ing into the cavity of the pelvis, by enabling the physician to 
ascertain not only the nature of the growth, but also its re- 
lations and connections, 
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In these cases, after having explored the tumor thoroughly, 
and ascertained its position, shape, consistence and the 
character of its surfaces, it should be isolated and its 
boundaries defined. The tips of the fingers should be 
inserted, if possible, between the tumor and the uterus, 
ovaries, tubes, and pelvic wall in turn, at the same time that 
the hand on the abdomen presses down from above and 
endeavors to meet the fingers in the vagina as nearly as 
practicable, thus studying any connection which may exist 
between these parts and the tumor, or excluding such 
attachments. If this manipulation is impossible, owing to 
the size of the tumor, or on account of its being wedged 
into the pelvis, a change in the position of the patient will _ 
often be of service. Should this prove unsuccessful, the 
cervix may be grasped by a pair of volsella-forceps and 
drawn downward, or an effort may be made, through the 
abdominal wall, to elevate the tumor by drawing it upward. 

(B) RECTO-ABDOMINAL EXAMINATION. — This method is alike 
more unpleasant to the patient and to the physician than that 
just described, yet, by it, important information is often ob- 
tained, especially respecting the condition of the oviducts and 
ovaries, the broad, round, and utero-sacral ligaments and the 
condition of the posterior pelvic wall, as well as of the pos- 
terior surface of the uterus. It may also be necessary, when 
atresia of the vulva or vagina is present, or in virgins with small 
vaginz, or where it is not deemed advisable or is unnecessary to 
rupture the hymen. 

(2) How to make tt. Generally it is only necessary to introduce 
one, or, at the most, two fingers into the rectum, for purposes 
of gynzcological examination; although in case of necessity 
the whole hand (including the thumb) has been passed, and 
often without injury to the patient, or more inconvenience than 
a temporary incontinence, which usually passes away in a few 
days. As, however, a-number of cases are recorded in which 
injury to the rectum resulted from the introduction of the hand, 
it should never be resorted to, except when especially indicated. 

The finger is passed slowly through the sphincter with a rotary 
motion following the axis of the canal, until it reaches the 


GYNZZCOLOGICAL EXAMINATION. Din 


third sphincter, where, on account of the collapse of the rectal 
walls, the passage of the finger may be difficult. In these 


Fic. 11. 


* 
BrmanuaL EXAMINATION OF THE POSTERIOR SURFACE OF THE UYTERUS AND THE 
Posterior PELVIC SPACES FROM THE Rectum. (By/ord.) 


(After a case of Hematoma.) 


cases the continuity of the canal should be carefully and 
gently sought by the tips of the fingers until found. If this 
E 
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is impossible, about 3 iv of water injected into the rectum will 
distend the bowel sufficiently to allow the passage of the 
fingers with ease. 

The finger is now slightly bent, and the folds of the third sphinc- 
ter and utero-sacral ligaments are pushed downward, thus 
giving the examining finger more play. Counter-pressure on the 
abdomen with the other hand now brings the parts within easy 
reach, as arule. If ‘rigidity of the abdominal wall prevents 
this manipulation from succeeding, it may be overcome in the 
manner already indicated. 

(4) What to ascertain. As the finger is entering, notice the 
sensitiveness and resistance of the sphincter; be careful to 
recognize the cervix as felt through the anterior wall, and not 

‘to mistake it for a pathological growth; examine the condition 
of the wfero-sacral ligaments, which are felt converging 
toward the isthmus in front, and feel like curved elastic 
cords. 

Shortening, thickening, or great tension of these ligaments is 
usually the result of inflammation, and if excessive is likely to 
result in anteflexion, and is a contra-indication to rapid dilata- 
tion as a means of treatment. Any tenderness of these liga- 
ments should also be carefully noted, as a possible indication 
of the presence of inflammation. The finger is now passed 
above the third sphincter, and the Jostertor portion and 
fundus of the uterus carefully examined. If it is not easily 
reached, pressure on the abdomen will generally bring it into 
reach, or the cervix may be grasped with the tenaculum or 
volsella-forceps through the vagina, and gently drawn down- 
ward until the uterus is in the desired position. Normally 
the utero-sacral and the broad ligaments, as also the third 
sphincter of the anus, are so yielding that they can be pushed 
gradually very far forward, and if the abdominal wall be 
depressed by the external hand, the droad ligament with 
the /ubes and ovaries and the round ligament even may 
be distinctly felt, and their size, shape and mobility de-, 
termined. 

The entire connective tissue of the pelvis and the bony wall 
should also be carefully examined. 
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(C) VESICO-ABDOMINAL EXAMINATION is rarely necessary, ex- 
cept to determine the presence or absence of the uferus or ovaries 
in case of atresia of the vagina or absence of that canal. 

In performing this manipulation, the urethra has generally to be 
previously dilated sufficiently to admit the index finger. This 
may be done by rapid dilatation with the finger itself, Hegar’s 
dilators, or a pair of ordinary hid dad provided the edges are 
not too sharp. 

Dilatation should not be too hurriedly performed, and should not 
be carried further than is sufficient for the introduction of the 
index finger, else incontinence of urine, perhaps permanent, 
may result. To determine the presence or absence of the 
uterus when the organ is malformed and the vagina absent, it 
is rarely necessary to introduce the finger into the bladder, as 
conjoined exploration of the rectum with a sound into the blad- 
der through the urethra, usually answers every purpose. 


In addition to the means already described, the gynecologist 
may employ various instruments to aid his senses. A speculum 
may be employed to bring those parts within the range of the 
vision which would otherwise be hidden; or the minute structure 
and character of fluids or growths may be studied by the aid of 
the microscope ; fluids which otherwise would not be obtained save 
by a surgical operation, may be removed for examination by asfz- . 
ration ; the curette may be employed to obtain scrapings of dis- 
eased tissue, or of uterine or vaginal growths; the various cavities 
may be dz/ated by instrumental means to facilitate their thorough 
examination by the finger; the sowmd may be employed as an 
adjunct to the touch in examining the uterine or vesical cavities, 
or the uterus may be drawn downward by éenacula, or the vol- 
sella-forceps, to bring it within reach, so that it can be better ex- 
amined, to steady it during manipulations, to correct displace- 
ments, or to determine its degree of mobility. 
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(I.) SPECULUM. 


(1) Indications for its Use.—The speculum should always be 
used at a first examination, unless positively contra-indicated ; 
it should be employed if a condition is detected by the finger 
which requires verification or correction by the eye (as granular 
vaginitis; laceration, ulceration, hyperplasia, or carcinoma of 
the cervix; patulousness, or discharge from the uterus; the 
presence of leucorrhceal or sanguineous discharges, the origin of 
which from the vagina, cervix, endometrium, or from pelvic 
abscesses, can only be told by direct inspection). 

(2) Contra-indications.—The speculum should not be em- 
ployed when a previous digital examination has shown that its 
introduction would be productive of no result; when a hymen or 
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FerGusson’s Specutum. (Doran.) 


other obstacle to its introduction (acute inflammation, ulceration, 
stricture, or atresia of the vagina) is present ; when excessive sen- 
sttiveness (vaginismus) or nervousness on the part of the patient 
preclude its use, or when its introduction would be productive 
of harm (as by interfering with union after a plastic operation, 
or by exciting fresh hemorrhage). 

There is, however, 20 positive contra-indication to the employ- 
ment of the speculum, when it is deemed necessary to insert it, 
save the absolute impossibility of introducing it. 

(3) Varieties of Specula. 
(A) Cylindrical Specula.—These may be made of wood, metal, 
glass, hard rubber, gutta-percha, or horn. 
As they reflect a good light into the vagina, they are useful 
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for purposes of inspection, and are also good for the applica- 
tion of medicines, for leeching or for scarification, etc. 

They are zot good instruments through which to perform 
operations, nor to introduce the sound or probe, especially if 
the uterine canal is tortuous, or if anteflexion exists. 

Before introducing a speculum the finger should always be 
inserted into the vagina and the position of the cervix and os 
uteri determined, or it will probably be difficult to engage the 
os uteri in the lumen of the instrument. Depress the peri- 
nzeum well before endeavoring to introduce it, and be careful 
to avoid striking the instrument against the vestibule; it should 
then be inserted gently with a rotary motion. 

The difficulties which may be met with in making this ex- 
amination are, (a) “rouble in engaging the cervix in the field 
of the speculum, so as to expose the os (it may even be neces- 
sary to draw the cervix down with a tenaculum, or to intro- 
duce a sound first into the os, and pass the speculum over it) ; 
(4) beginners often have trouble by trying to pass the speculum 
beyond the line of the symphysis pubis without having pre- 
viously depressed the perinzeum, thus pressing the instrument 
against the urethral bulb and causing the patient great pain ; 
(c) another difficulty may be due to the vzgidity of the pert- 
neum, or to contraction of the levator ant muscle from fear or 
from reflex causes due to the contact of the instrument ; Jendu- 
lous nymphe, also, may cause a momentary obstruction to the 
passage of the speculum. 

(B) Bi- and Tri-valve Specuda are made of metal and are nickel- 
plated. They are good instruments through which to intro- 
duce tampons, or to apply medicines especially to the vagina ; 
they are also useful for exposing the cervix and vaginal vaults, 
and are better than the cylindrical specula for introducing the 
sound, applicator or bougies into the uterine cavity. 

They are not good for the application of powders or of fluids 
to the cervix, nor for leeching the cervix. 

In using a bi- or tri-valve speculum, the finger is first introduced 
to ascertain the position of the cervix, after which the instru- 
ment is passed with closed blades, their longest diameter 
corresponding to the antero-posterior diameter of the vulva. 
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The perinzeum should be depressed, and the instrument passed 
downward into the vagina. When it is well in, the handles 
of the instrument are turned downward and the blades sepa- 
rated so as to engage the cervix, after which the blades are 
fixed with the screw. If the os does not at first become 
engaged, withdraw the speculum slightly, and point the blades 
in the direction in which the os is supposed to be. 

The difficulties encountered in making this examination are as 
follows: lf the speculum is passed too far before the blades 
are expanded, they may pass to the side, before or behind the 
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Cusco’s Brvatve Specutum. (Lewers.) 


os, and push it out of the way ; 7f the vaginal walls are flabby, 
they may fall down between the blades and obstruct the view ; 
when the speculum ts being withdrawn, care should be taken 
not to pinch the patient with the blades. 

Neither tubular nor valvular specula are, as a rule, self-retaining. 
The bivalve exposes the vaults and the lateral vaginal walls; 
the trivalve, the anterior wall as well; and the quadrivalve, a 
portion of the posterior wall also. More than two valves are 
rarely required in a speculum, and are usually not advan- 
tageous, as the more valves there are the more likely is the 
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vaginal mucous membrane to prolapse between them and 
interfere with the view. These specula may be introduced 
when the patient is in either the dorsal or the lateral position. 
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Sims’ Specutum. (By/ford.) 


(C) Univalve, or the Duck-bill Speculum (Sims’). To introduce 
this speculum the patient #zst be placed in the latero-abdom- 
inal position (to remove the intra-abdominal pressure). It 
acts by holding back the posterior vaginal wall and allowing 
air to enter the cavity, which thus distends the canal, and in 
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Hicpy’s Spscutum. (By/ord.) 


this way its walls and the cervix are brought into view, espe- 
cially when the perinzeum is firmly retracted by the instrument. 
This is the only speculum through which can be seen the cervix 
undisturbed by pressure, movable, with its circulation unim- 
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peded, its os non-everted, and the uterus itself in its normal 
position. It is the only speculum which renders operations on 
the cervix and vagina alike easy and successful. 

The objections to this speculum are that it must be held in place 
so that the perineum is drawn strongly back, thus requiring 
the aid of an assistant. In using this speculum, also, a depres- 
sor is needed to depress the anterior vaginal- wall and bring 
the cervix into the axis of the canal, and a tenaculum to bring 
forward and steady the cervix. 

The following is the method of using this instrument: The 
patient lies in the latero-abdominal, or semi-prone position, her 
clothes being loose and well drawn away from the sacrum, so 
as not to interfere with the hand of the physician, who sits 
behind the patient, oils the instrument, and places the index 
finger of his right hand (if she is on her left side, or of his left 
hand if she is on her right side) flat in the concavity of the 
blade, seizing the shank of the instrument with the other 
fingers and thumb, while gently lifting up the labium with the 
other hand. The blade is then introduced, with the concavity 
downward, into the canal, and, when well inside, is turned 
so that the concavity looks forward toward the anterior 
vaginal wall. It is then guided along the posterior vaginal 
wall by the finger which has remained in its concavity, until 
the handle touches the perineum, when the upper (external) 
blade is seized firmly with the left hand and steady traction 
made, not directly backward, but backward and slightly up- 
ward, so as to raise up the buttock and admit more light. The 
instrument is then intrusted to an assistant, who stands near 
the patient’s sacrum and grasps the speculum firmly with his 
right hand, having his thumb in the concavity of the external 
blade, which he holds firmly with his other four fingers, and 
makes steady traction upward and backward, elevating the 
buttocks with the four fingers of his other hand. The exam- 
iner then depresses the anterior vaginal wall with the depres- 
sor, and catching the uterus with the tenaculum, which he 
fastens in the endocervical mucous membrane, passing it from 
within outward, he draws the uterus into the field of vision 
and steadies it in this position. 
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Difficulties encountered by a beginner. If the blade is carried 
in front of the cervix, when traction is made the cervix is 
carried backward and hidden from view by the instrument. 

If traction is made directly backward, especially if the point of 
the inner blade be directed too far back, the cervix will not 
be exposed, but will be drawn out of sight. /f the assistant 
directs the point of the blade too far forward, by pulling the 
handle too much toward the patient’s head, he may pull the 
speculum out of the vagina. 

This speculum is very useful as an aid to diagnosis between 
erosion of the os and eversion of the cervical mucous mem- 
brane. It is also useful in deciding whether the lips of a 
lacerated cervix can be properly approximated, and an oper- 
ation for its cure successfully performed (if the lips cannot be 
satisfactorily approximated, cystic or areolar hyperplasia usu- 
ally exists, which should be treated before the operation is 
performed). 

Sims’ speculum may also be used when the patient is 7 the 
genu-pectoral position, and is especially useful when it is 
necessary to obtain a good view of a diseased vagina, as in 
fistula, or in vaginitis, or as preparatory to replacing a retro- 
displaced uterus, or to introducing a pessary, or to operating 
on a vesico-vaginal fistule. 

(4) What to look for when the Cervix is engaged, no 
matter what Speculum is used :— 

(a) The presence and character of any discharge from the os 
uteri; is it thin, glairy, discolored, or purulent? 

(6) The size and color of the cervix, which should normally be 
of a pale pink color, or may be purplish, or mottled ; a purple 
color may mean pregnancy, the congestion of subinvolution, 
or the pressure of too tight a speculum, or approaching or 
ending menstruation; a mottled appearance, with small, 
yellow, opaque dots on a pink surface, indicates occluded 
follicles (ovula Nabotht). 

(c) The size of the os uteri; is it normal, round, transverse, or 
patulous? 

(d) The edges of the os uteri; are they smooth or fissured ? 

To diagnose between an eversion of a bright red and rugous 
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cervical mucous membrane, caused by the pressure of a spec- 
ulum, and an erosion of the cervix, withdraw the speculum 
slightly, when, if it is the former, the mucous membrane will 
reinvert itself and disappear. It is not easy to make a diag- 
nosis when deep laceration exists, and the lips are much 
everted and hyperplastic (so-called ulceration). 

In these cases the finger is the best means of diagnosis. 

If there is much lateral displacement of the uterus, especially 
if adhesions are present, it may be impossible to engage the 
cervix in the field of any speculum. 


(II.) SOUND AND PROBE. 


There are two kinds of uterine sounds :— 
(1) The Flexible Sounds, which may be either (a) very flexible, 
so that they will yield to the slightest obstacle (usually made 
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Sims’ Sounp. (By/ford.) 


out of soft silver), or (0) those which are stiff enough to retain 

any shape which ts given to them, and yet flexible enough to be 

readily bent in any direction by the fingers. They are made of 
whalebone or rubber, silver, or copper plated with silver or with 
nickel. 

(2) Inflexible Sounds are such as cannot be bent, but main- 
tain the curve given them by the maker. 

Sims’ flexible sound represents the first variety of flexible sounds. 
It is not so generally useful as the stiffer sounds, because it is 
more likely to catch in the folds of the cervical mucous mem- 
brane; because a sound of soft metal is harder to introduce 
than a stiffer instrument, and because, following as it does 
every bend in the uterine canal, it gives but little information 
regarding the direction of the canal, or the mobility of the 
uterus when introduced by the touch alone. When a sound 
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is to be inserted into the uterus through the speculum, it is 
the safer instrument to employ. 

Simpson's stifly flexible sound is the type of the second variety 
of flexible sounds, and is the one most generally used. 

Probes are very thin, flexible or elastic rods made of pure silver, 
whalebone or pure rubber. 

Sims’ probe is the one most generally employed. 

Thomas’ hard rubber probe is elastic, and is very useful in 
diagnosing the presence and in ascertaining the attachments 
of submucous uterine fibroids. 

(A) Indications for Passing the Uterine Sound. 

Whenever any information can be obtained by the passage of the 
uterine sound, and a careful oral and bimanual examination 
fails to reveal any contra-indication, particularly if it is the first 
examination, the sound may be employed. 
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Srmpson’s Sounp. (Syford.) . 


(2) Contra-indications. 

(1) The uterine sound must never be passed when pregnancy ts 
suspected, even if the woman has only missed her menstrual 
time by one day. 

(2) The sound must never be passed in acute, subacute, or even 
in chronic inflammation of the pelvic cellular tissue or peri- 
toneum., 

(3) The sound must never be passed in acute inflammation of the 
ulerus. 

(C) Precautions. 

(1) Use the greatest delicacy and gentleness. No force must be 
employed, either in passing, in manipulating, or in rotating 
it after its introduction. Asa rule, the patient should feel no 
pain ‘except when the tip of the sound passes the narrow 
internal os, or presses on the fundus, and no blood should 
follow its introduction except when it is necessary to work the 
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point through a narrow internal os, or when the mucous mem- 
brane is hyperzemic. 

(2) Zf there zs an obstruction to its passage at any point which 
gentle manipulation fails to overcome, the attempt as a diag- 
nostic measure should be abandoned. 

(3) Lf there ts severe pain, or the patient shows symptoms of 
faintness or of collapse, withdraw the sound and resort to 
proper restorative measures if necessary. 

(4) After the tip of the sound passes the internal os it should be 
passed very carefully, so as to avoid giving pain by striking 
too forcibly against the fundus, and even running the risk of 
piercing the uterine wall. . 

(5) Be very careful in moving the uterus around with the sound, 
as in replacing a displaced uterus, because the mucous mem- 
brane of the fundus, acting as a fulcrum, causes more or less 
pain, and the operation is always accompanied by a certain 
amount of risk of perforation. 

(6) Be very careful in passing the uterine sound or probe ona 
patient who has recently, or still ts suffering from uterine 
hemorrhages, as it is liable to renew or increase the bleeding. 
The sound may be necessary in these cases to determine the 
length of the uterine cavity, or the presence of intra-uterine 
growths, which may cause the hemorrhage. 

(7) Ln chronic adhesive pelvic cellulitis the sound should only 
be passed when the uterus is straight, the os patulous, and 
when the instrument passes in without the slightest difficulty. 

(D) Dangers. 

(1) The passage of the uterine sound is not infrequently followed 
by a certain amount of uterine colic, which, however, only 
lasts for a few hours. 

(2) Actual collapse from shock may follow its employment, but 
is of rare occurrence. 

(3) Pelvic peritonitis or cellulitis may possibly follow its use, 
therefore the patient should be advised to rest a few hours after 
this, as after other gynecological manipulations. 

(£) Information to be gained by the Use of the Sound 
or Probe. 

(1) Patency of the external os utert. 
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(2) Dimensions of the cervical and of the corporeal canal, there- 
fore of the whole uterine canal, 

(3) Size of the internal os uteri, 

(4) Sensttiveness of the internal os and of the fundus. 

(5) Direction and course of the canal, consequently the position 
of the body and of the fundus. 

(6) The existence of endocervicttis, or of endometritis, by the 
character of the discharge, if any, coming from the os or 
remaining on the sound or finger on its withdrawal. The 
passage of the sound, by opening the internal or the external 
os, or by straightening the canal in case of flexions, may allow 
retained secretions to escape. 

(7) The presence of intra-uterine growths may be determined by 
the sound or probe. 

(8) Actual hemorrhage occurring after the withdrawal of the 
sound, if it has been passed easily and gently, shows that an 
inflamed or congested endometrium is present, or that the 
uterus contains granulations, vegetations or a tumor. If asso- 
ciated with other pelvic symptoms and lanceolating pains, and 
if cachexia is present, it is probably uterine sarcoma. Nor- 
mally a few drops of blood may follow even the most gentle 
sounding and indicate nothing. 

(9) The sound may also be passed to settle the diagnosis between 
large ovarian tumors (which seldom cause enlargement of the 
uterine cavity) and uterine fibro-cysis (in which disease the 
uterine cavity may be enormously enlarged, measuring even” 
as much as seven or eight inches). 

(10) Zhe mobility of the uterus, and consequently the presence 
or absence of adhesions and the remains (often obscure) of 
pelvic peritonitis or cellulitis. 

(Ff) How to Introduce the Sound or Probe. 

The Sound is better introduced by the touch and not through the 
speculum, as with the finger against the cervix, every move- 
ment of the sound can be felt and followed after it has passed 
into the uterine cavity. 

The Probe should always be introduced through the speculum,— 
Sims’ speculum being preferred for this purpose. 

To introduce the sound the patient should be in the dorsal po- 
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sition; the physician grasps the sound by the handle between 
the tips of the thumb and of the two first fingers, like a pen- 
holder, and passes the index finger of his other hand into the 
vagina, with palmar surface upward, placing the tip of the fin- 
ger against the posterior or lower lip of the cervix. The point 
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INTRODUCTION OF THE UTERINE SounD, SHOWING THE MovEMENT OF THE 
Hanpig (%). (Byford.) 


of the sound is then gently insinuated between the labia, and 
passed with the convexity downward along the finger in the 
vagina, until it reaches the cervix. The point should then be 
very gently introduced into the os, and along the cervical 
canal for about one inch, which brings it into the neighborhood 
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of the os internum. When thetip is in the cervical canal, the 
middle finger is withdrawn from the handle, and the sound 
is henceforth managed with the thumb and index finger only. 
When it reaches the internal os, it meets with a slight impedi- 
ment toits onward progress, which is, however, readily overcome 
by depressing the handle between the patient’s buttocks. It is, 
usually, only when the curve of the uterus is not normal, as in 
the case of flexions, that this manipulation fails. To depress 
the handle the position of the fingers should be changed, so 
that the tip of the thumb comes above on the handle, and the 
forefinger is below it. When the point of the sound reaches 
the fundus, a soft, semi-solid resistance is felt, and the patient 
usually complains of pain near the umbilicus. When the 
sound is about to be withdrawn, the tip of the examining fin- 
ger should be pressed against the sound at the os uteri, and 
withdrawn at the same time, thus marking the distance to 
which the instrument has entered the uterus, and showing the 
length of the uterine canal. If the digital examination has 
shown that retroversion exist, the sound is passed as usual un- 
til the internal os is reached, when it should be gently rotated, 
and the handle elevated instead of being depressed. If ante- or 
retro-flexion is present the sound should be bent to correspond 
with the probable curve of the canal, before it is introduced. 
(G) Difficulties. 

(1) Sometimes the tip 7s caught in a fold of the cervical mucous 
membrane, or at the internal os. In this case a little pendu- 
lum motion, or a rotary movement of the handle, will generally 
free it. 

(2) Sometimes in anteflexion, the uterus ts so movable, that the 
pressure of the sound at the internal os will tilt the cervix back- 
ward out of the way. In this case, pull it forward with the fin- 
ger, and push the fundus upward. 

(3) Beginners often have trouble, by neglecting to depress the 
handle of the sound when the os internum uteri is reached, or 
by depressing it too soon. 


-~I 
bo 


GYNECOLOGY. 


(III.) DILATATION OF THE CERVIX. 


When it is necessary to explore the interior of the uterus with the 
finger, and the canal is not sufficiently patulous to allow of its 
introduction, preparatory dilatation is practiced. It is also occa- 
sionally necessary to dilate in order to introduce a curette for 
the purpose of obtaining scrapings from the interior. 


Sponce Tents. (Lyford.) 


Dilatation as a therapeutic measure will be discussed in a different 
chapter. 

Dilatation is contra-indicated when pregnancy is suspected and in 
all inflammatory affections of the uterus or of its appendages. 
Even the remains of an old cellulitis, or peritonitis, should make 
the physician hesitate before resorting to this procedure. 

The uterus may be dilated by means of ; 
(a) Tents.—Conical substances, compressed so as to be passed 

into the uterine cavity, and made of sponge, laminaria, tupelo, 
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gentian-root or other material which, by absorbing moisture, 
will expand, and thus open the uterine canal; 

(6) Metallic Dilators (as those of Wilson, Goodell or Ellen- 
ger), whose blades are introduced closed into the uterine cavity 
and, being gradually separated, produce dilatation ; and finally, 
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GoopvEtv’s Dictator. (Byford.) 


(c) Solid bougies made of metal or hard rubber (as those of 
Hegar), of different sizes, which, being introduced succes- 
sively, will dilate the canal in an hour to a size sufficiently large 
to allow of the introduction of the finger. The last two kinds 
of dilators act much more rapidly than tents. Metallic dilators 
(as Wilson, etc.) do not press equally on all the circumference 
of the neck, and hence the dilatation is not uniform. 

F 
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(IV.)) "CURETTS: 


The curette is an instrument for removing small portions of 
growths for purposes of examination. It may also be used for 
therapeutic purposes. 
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ATRUAX & Co-|se| 


Prose Curetre. (By/ford.) 


There are ‘wo varieties of curettes—those with flexible and those 
with inflexible handles. Of the former variety, some, like 
Mundé’s, are made of dull wire, having no cutting edge, while 
others consist of a metal hoop sharpened on one edge. 
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BEE TRUAX & C° 


TuHomas’s WirE CurETTE. (Ly/ord.) 


The non-flexible instruments, of which Simon’s scoops may be 
taken as a type, are oval or rounded spoons with a very slightly 
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VoLsELLa. (Doran.) 


projecting edge, which is sharpened. Freund's irrigation-cu- 
rette is similar to these, but has the handle, shaft and scoop 
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perforated by a canal and the extremity of the handle adapted 
for the attachment of the tube of a syringe, so that the uterine 


cavity can be irrigated and curetted at the same time. 
This instrument, however, is used more for therapeu- 
tical than for diagnostic purposes. 

Curette-forceps are also used for diagnostic purposes 
or to remove small growths or portions of the products 
of conception from the uterine cavity. Schultze’s 
curette forceps is considered safer than those of 
Récamier. 

Curetting is contra-indicated when dilatation or the use 
of the uterine sound is improper, and when the walls 
of the uterus are so diseased and softened that per- 
foration would probably result. 


(V.) TENACULUM, TENACULUM - FORCEPS, 
DOUBLE TENACULUM AND VOLSELLUM 
FORCEPS. 


These instruments are used to steady the uterus during a 
specular examination, or when the sound, tents, dila- 
tors or curette are to be introduced. They may also 
be employed to draw down the uterus, so that its sur- 
roundings and its relations to tumors, etc., in the 
neighborhood can be better ascertained. When em- 
ployed for this purpose, great care must be exercised 


Fic. 24. 


i = 


wae 


Pek aes 


not to injure the peritoneum or ligaments by too much Tenacuta. 


traction. 


(Byford.) 


If pregnancy is suspected, if any acute pelvic inflammatory pro- 
cess is present, or if the uterus is held by peri-uterine adhesions, 


the employment of these instruments is inadmissible. 
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DISEASES OF THE EXTERNAL GENITALIA. 


URETHRAL CARUNCLE. 


This is a small, usually vividly red, sometimes pale, extremely 
sensitive tumor, found at the orifice of the urethra, and often 
causing severe pain on urination, with a frequent desire to pass 
water and extreme itching. 

The treatment consists in catching the tumor with a pair of 
fine toothed forceps and removing it with scissors, having pre- 
viously etherized the patient, or applied cocaine locally to prevent 
pain. As these tumors are apt to return, the base should be 
cauterized thoroughly with the solid stick of lunar caustic, or with 
nitric acid; or a small concave piece of mucous membrane on 
either side of the tumor may be removed and the base stitched 
to it. 


EVERSION OF THE URETHRAL MUCOUS MEMBRANE. 


This condition may be found with or without urethral caruncle, 
and appears in the form of a crescent-shaped red projection from 
the lower portion of the meatus. It may cause frequent urination 
with burning pain, or may give rise to nosymptom at all. 

The treatment consists in the application of astringents and 
cold, or of nitrate of silver, either in the form of the solid stick, 
or of strong solution. 


PROLAPSE OF THE URETHRAL MUCOUS MEMBRANE. 


This affection is caused by the straining consequent upon any of 
the above conditions, or from long-continued urethral or vesical 
congestion, or irritation, and is especially seen in anzemic or de- 
bilitated subjects. 

Relaxation of the mucous membrane or hyperplasia always 
precedes this condition, and a loosening pf the urethral attachments 
must occur before prolapse can take place. 

The prolapsed portion becomes red and chafed and often 
cedematous, from the frequent wetting by the urine, as well as 
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from its constriction by the meatus, and retention of urine 
may result. 

The symptoms are similar to those of urethral caruncle,— 
frequency of urination attended with pain, and on examination a 
vividly red, extremely sensitive protrusion from the meatus is 
seen, but the orifice is in the centre of the protrusion, and through 
it a small sound can be passed into the bladder, while in caruncle 
the opening surrounds the growth. 

The treatment in the early stages consists in replacing the 
prolapsed mucous membrane and endeavoring to keep it in place 
by removing all complications which may exist, by the use of 
mild astringents, and by insisting that the patient should remain 
in bed. If it is impossible to replace it, a catheter should be 
passed into the bladder and the mass removed, either by the 
thermo-cautery or by ligating it close to the meatus, around the 
catheter. Or the prolapsed portion may be removed by the knife 
or scissors, and the edges of the wound stitched together, taking 
care that contraction of the meatus does not result from the 
operation. 


INFLAMMATION OF THE LABIUM MAJUS. 


This may follow injuries or arise spontaneously, especially about 
the time of the menstrual period. 

The symptoms are those of inflammation. The disease runs 
a rapid course and frequently terminates in suppuration. 

The treatment is that of inflammation generally. If pus forms, 
evacuate it by a small incision, and wash out the abscess cavity 
thoroughly with a 1I-2000 solution of corrosive sublimate, and 
dress antiseptically. 


INFLAMMATION OF THE VULVO-VAGINAL GLAND. 


The.causes are, extension of inflammation from the vulva or 
from the vagina, which may be either of common or specific 
origin. It may also result from traumatism. 

The symptoms are those of inflammation. An abscess of the 
gland often forms, which points between the labium majus and 
labium minus. The left side is most frequently affected. 
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It should be treated on general principles. If abscesses con- 
tinue to recur, excise the gland, or lay it freely open and cauterize 
its surface. 


CYST OF THE VULVO-VAGINAL GLAND. 


The cyst may involve the duct only; or the gland itself may be 
affected. 

Symptoms.—A hard swelling, the size of a walnut, and with- 
out any signs of inflammation, is seen in the situation of the vulvo- 
vaginal gland. 

Treatment.—Endeavor to evacuate the cyst by pressure; and 
if this does not succeed, make an incision into it and dress anti- 
septically. Should the fluid reaccumulate, lay the cyst freely open 
and cauterize it, or cut out a portion of the cyst wall. 


HERNIA INTO THE LABIUM MAJUS. 


There are ¢wo varieties of labial hernia. 

In anterior labial hernia the bowel, omentum or ovary descends 
through the inguinal canal and external abdominal ring, by the 
side of the round ligament, into the labium. 

In posterior labial hernia, which is much rarer, the bowel, 
omentum, ovary, uterus or oviduct descends by the side of the 
vagina, through an opening made in the pelvic roof, the muscular 
and fibrous tissues being torn apart. 

The diagnosis is identical with that of hernia in the male. 

The treatment consists in reducing the hernia, and retaining 
it in position by means of a suitable truss or pessary. 


HYDROCELE OF THE ROUND LIGAMENT 


Consists in a collection of fluid either in the— 

(1) Peritoneal pouch which comes down with the round ligament 
in the inguinal canal (in which case the sac may connect with the 
abdominal cavity, or the communication between them may have 
been obliterated) ; 

(2) Jn the tissues of the round ligament itself; or 

(3) Jn the labium majus external to the sac of the round ligament. 


~ 
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The diagnosis is easy. A fluctuating swelling of the labium or 
inguinal region, which is transparent when the physician looks 
through a stethoscope placed against it at a strong light held on 
the opposite side of the swelling, and which possesses no symptoms 
of inflammation, nor succussion on coughing or other sign of 
hernia, can only be a hydrocele. 

Treatment.—Occasionally, pressure has caused absorption of 
the fluid, inflammation, and obliteration of the sac. A more 
common and more certain procedure is to aspirate the fluid, 
and inject tincture of iodine or pure carbolic acid, making pressure 
over the abdominal ring if the sac communicates with the peritoneal 
cavity, to prevent the passage of the fluid into the peritoneum, A 
third method of treatment is to cut a piece out of the sac and stitch 
the margins to the skin. 


TUMORS OF THE LABIUM MAJUS 


are not of frequent occurrence. The most common are fibromata 
and myomata. They are usually pedunculated. 

The treatment consists in enucleating them if not peduncu- 
lated ; or in ligating the pedicle and cutting off the growth below 
the ligature if sufficiently pedunculated to allow of this procedure. 


HYPERTROPHY .OF \THE.NYMPEHA::. 


Sometimes, especially in hot climates, the nymphz become 
excessively elongated, projecting far beyond the labia majora, and 
occasionally giving rise to great inconvenience. When this is the 
case, the operation of zymphotomy, or circumcision in the fematle, is 
performed. This consists in grasping the nymphez with a pair of 
forceps, having previously etherized the patient, and cutting off the 
redundant tissue either with the knife or scissors. The cutaneous 
margins of the wound are then approximated by means of sutures, 
and the part dressed antiseptically. 


PAPILLOMATA OF THE LABIA OR OF THE VULVA. 


Condylomata occurring in these situations are not always of 
specific origin, nor do they only occur in the uncleanly, as they 
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are often found in persons in perfect health, and who are accus- 
tomed to frequent ablutions. 

They may be sessz/e, and are often mu/tifle. They frequently 
increase rapidly in size during pregnancy, to diminish as rapidly 
after parturition, and may even shrivel up and entirely disappear. 

The treatment, if the patient is not pregnant, consists in re- 
moving them, either by excision and the subsequent application of 
a caustic, by arubber band tied tightly around them, which, by 
gradual pressure, will cut its way through; by the thermo- or gal- 
vano-cautery ; or by the application of picric or of chromic acid. 


CARCINOMATA AND SARCOMATA OF THE VULVA. 


These are rare as primary diseases of the vulva, and when pres- 
ent are usually secondary to disease of the vagina. They will be 
mentioned more fully hereafter. 

The treatment consists in thorough extirpation with the knife 
and the application of caustics, after which the edges should be 
brought together as rapidly as possible. 


ERUPTIONS OF THE VULVA. 


The vulva, like other portions of the integument, is the seat of 
numerous eruptions, as eczema, herpes, prurigo, etc. 

EczEMA consists of small vesicles or an inflamed condition of 
the skin, from which a serous fluid exudes, which forms crusts on 
the surface under which pus often accumulates. If the disease 
becomes chronic, the integuments are thickened and dry, and the 
elasticity of the skin is diminished or lost. 

HERPES, which is common at the menstrual period, or during 
pregnancy, consists of vesicles, unaccompained by any signs of 
inflammation, and is of short duration, although the vesicles often 
rupture, and scales result. 

PRURIGO consists of small papules appearing in clusters. 

The treatment consists in absolute cleanliness, alkaline washes 
to remove the scales, and protecting the parts from friction or other 
irritation. 

In addition to this, if the disease be acute eczema, powdering the 
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surface with bismuth subnitrate, in the moist stage, or the applica- 
tion of some mild unguent if the integuments be dry, or of lead- 
water and laudanum, if much heat and inflammation is present, 
will be of advantage. 

In chronic eczema, a solution of silver nitrate (gr. xx—-f 3j) once 
or twice a week answers better. 


HEMORRHAGE FROM THE VULVA 


may result from a wound, or from rupture of a varicose vein of 
the labia or vestibule. The treatment consists in cleansing the 
wound, and compressing the bleeding point by a pad and band- 
age, complete rest, and if necessary, suturing the wound so as to 
include the bleeding point, or even ligating the vessel. 


VULVISMUS OR VAGINISMUS 


is a spasmodic contraction of the muscles of the pelvic floor,—not 
of the sphincter vaginz muscle alone. It is seen alike in single 
and in married women, and is caused by violence in sexual inter- 
course, as when, in anewly married couple, there is some difficulty 
in entering the vagina, and repeated attempts set up an irritation, 
resulting in reflex contraction whenever the penis strikes the an- 
terior margin of the perinzeum. It is sometimes seen after child- 
birth, caused by some injury to the pelvic floor during parturition ; 
sometimes it is the result of local disease of the parts, or it may be 
due to some disease of the spinal cord. 

The spasm of the muscles is usually accompanied by pain, often 
severe, and rendering the accomplishment of the sexual act not 
only difficult, but impossible. 

Two varieties of this disease are usually described: vagzn- 
ismus inferior, where the muscles of the pelvic outlet alone are in- 
volved, and vaginismus superior, where the levator ani muscle 
participates in the contraction ; the last is a rare affection, and 
particularly that form where the latter muscle only is at fault. 
This variety sometimes comes on at the end of the sexual act, and 
the penis may be grasped by its contraction and retained in the 
vagina for some time. 
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‘The treatment should be directed against the cause: thus, if 
any local disease is present it must be removed, abstinence from 
sexual congress enjoined, and sedative washes and injections em- 
ployed. If an irritable hymen is the cause of the trouble, the 
patient should be etherized and the hymen dissected out. If no 
inflammation is present, gradual dilatation of the vagina, by col- 
peurynters or other means, do good. To relieve the pain, cocaine 
may be used either in solution, painted on the part, or inserted 
into the vagina in a suppository. Used in the latter manner 
shortly prior to sexual intercourse, it not only renders the act pos- 
sible, but may directly lead to a cure, partly by robbing intercourse 
of its terrors for the patient, and partly, either by accustoming the 
parts to the presence of the penis, or by the changes which will 
occur in the genitalia should the woman become pregnant. 


COCCYGODYNIA. 


This is a painful affection of the coccyx, manifesting itself by 
excruciating agony, experienced whenever the coccyx is touched 
or when the levator coccygis muscle contracts. Although it is 
principally a disease of women or of children, it is sometimes also 
seen in men. 

The chief cause of this affection is injuries sustained to the 
coccyx during childbirth, or other traumatism ; yet it may follow 
cold and exposure, producing either a rheumatic affection of the 
muscles and fibrous tissues in the neighborhood of the coccyx, or 
disease of the bone itself. 

The treatment will depend upon whether the bone is or is not 
diseased. In some cases it may be relieved, when the bone is not 
diseased, by dividing the tissues subcutaneously down to the bone. 
Other cases require the removal of the bone itself. This operation 
is performed by making an incision in the median line down to 
the bone. Lateral flaps are then raised and dissected back until 
the bone itself is exposed, when the attachment of the tissues to 
its apex are carefully divided, and from thence by a pair of scissors 
or a blunt-pointed bistoury the tissues inserted into its sides as far 
up as the base. The bone is now turned backward and its articu- 
lation divided. Palliative measures should be tried before surgical 
interference is thought of. 
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INJURIES TO THE PERINEUM. 


The perinzeum, as we have seen, is the posterior and lower 
portion of the structures which close the pelvic outlet, and aids 
materially in supporting the pelvic viscera, and in maintaining 
them in their normal position. When, therefore, it is torn, relaxed, 
or otherwise injured to the extent of interfering with this function, 
the pelvic viscera, being deprived of their support, tend to become 
displaced downward, or even to protrude through the vulval orifice, 
these changes in position occurring gradually—not immediately 
after the accident—because the perinzeum is not the only support 
which retains them in place. Rectocele, cystocele, urethrocele, 
descensus or prolapse of the uterus, or even complete procidentia, 
one or all commonly occur after such injuries. 

The principal injuries to the perinzeum occur during childbirth, 
and consist in a more or less complete rupture of the structures 
which form it; thus, all the structures at the outlet may be torn 
through, from the vulval orifice to the fibres of the sphincter ani, 
which may even be slightly involved (partial perineal rupture) ; 
or the sphincter ani may also be completely torn through, so that 
the vulval and anal openings are one (complete rupture); or the 
perineum may be perforated by the head, the vulval and anal 
orifices not being involved at all (central perinaal rupture) ; or, 
again, the muscles of the perinzeum may be separated subcutane- 
ously, without any injury to either the skin or the vaginal mucous 
membrane. 

In the latter cases, the parts will appear to be uninjured, but a 
careful examination will show that the perinzeum consists only of 
skin and mucous membrane. The perinzeum will sag dowanrands 
and rectocele will almost inevitably occur. 

The obstetrician should never leave his patient after delivery 
until he has satisfied himself, by a careful digital examination and 
inspection of the parts, that no lesion of the perineum has resulted 
from the labor, nor until he has repaired any damage which may 
have resulted. 

The treatment of a recent tear should be undertaken imme- 
diately after the completion of the third stage of labor. The parts 
should be thoroughly cleansed with an antiseptic solution, and the 
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raw triangular surfaces stitched together in the following manner: 
The sutures (silk-worm gut, catgut or silver wire) are passed first 
from the cutaneous surface of the denuded triangle, and are car- 
ried as deeply as possible through the tissues of one side and then 
back through the opposite side to the skin, care being taken to 
have them completely buried in the wound throughout their entire 
course. When a sufficient number of stitches have been inserted 
at distances of about half an inch, vaginal stitches may be intro- 
duced ina similar manner, although they are not usually necessary. 
The vaginal sutures are tied first, and afterwards the cutaneous 
sutures. When a complete laceration exists, rectal sutures of cat- 
gut are inserted first, then vaginal, and lastly cutaneous stitches, 
which are tied after the last suture is in place, in the order of their 
insertion. The urine must usually be drawn off after this opera- 
tion for the first few days, and the bowels kept open daily by small 
doses of castor oil, or by small and repeated doses of Rochelle salts. 
The stitches may be removed on the eighth or ninth day. 

When a central laceration ts present, it must be converted into 
a partial laceration by making an incision from its posterior margin 
into the vulval orifice. It should then be treated in the same man- 
ner as a primary partial laceration. 

Lf the laceration ts of long standing, the operator, in his endeavor 
to restore the perinzeum and its function, must constantly bear in 
mind the anatomy and shape of the part (z.¢., that itis a triangular 
body of which the skin forms only the base and that the apex 
extends upward between the rectum and the vagina for a distance 
about equal to the space between the fourchette and the anterior 
margin of the anus). Remembering this, he should adapt his 
operation to secure the best results, either denuding the cicatrized 
surfaces and coaptating them with sutures, or performing a flap- 
operation, as he thinks will best suit the individual case. 

The time selected for a secondary operation will vary with the 
case. If it is an incomplete laceration, it may be operated on at 
any time after the lapse of six weeks from the birth of the child, 
but if the laceration has been complete, it is better to wait until 
after the first menstrual period (Hildebrandt), because by that time 
the parts have thoroughly undergone the process of involution. 

The operation will vary somewhat according to the complete- 
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ness of the laceration. In case the /aceration zs partial, and there 
is no sagging down of the perineum, nor any tendency to 
rectocele, the removal of the cicatrical tissue in the form of two 
spherical triangles, the apices of which extend upward toward 
the junction of the labia minora with the labia majora, while their 
bases are united in the median line, will be ample ; dt zf the lacera- 
tion ts greater tn extent or deeper, the apices of the triangles must 
extend further forward and upward and more of the vaginal 
mucous surface must be removed, as the object in view is to secure 
union of the divided muscles, especially of the sphincter vagine. 
If there is much rectocele the denudation of the vaginal side of the 
triangle must be increased, and even a small triangular portion of 
the mucous membrane in the median line of the vagina (and at 
the summit of the rectocele), its base applied to the upper 
(vaginal) surface of the triangles already denuded, may be re- 
moved with advantage, and will, when its lateral sides are ap- 
proximated by sutures, draw back the rectocele and keep it in 
place. 

The operation ts performed in the following manner: The 
patient should have had her bowels thoroughly evacuated by the 
administration of castor oil given for several days before the 
operation. She should, of course, eat no breakfast on the morning 
of the operation, and should be loosely clothed, as if for bed. The 
contents of the bladder must be evacuated just prior to the admin- 
istration of the anzesthetic. Having been fully etherized she is 
placed in the gluteo-dorsal (lithotomy) position, her limbs being 
firmly flexed and held in this position by the assistants, and her 
buttocks brought down to the edge of the bed in such a manner 
that the perinzeum will overhang the bed, and the operator be free 
and untrammeled in his movements. 

The parts are now shaved if necessary, and are thoroughly 
cleansed with an antiseptic solution,—indeed, the more attention 
paid to antiseptic precautions in these operations, the better the 
chance of a thorough union. 

The labia are now separated by the assistants and stretched 
widely apart, and the operator, seated between the woman's thighs, 
marks out in his mind the extent of tissue to be denuded. In 
the case of a beginner it is often better to outline the surface to be 
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denuded with a scalpel before beginning the operation. Denuda- 
tion may be accomplished in several ways, but no matter what 
way is selected, it is important to begin at the lower (cutaneous) 
surface first, and freshen the tissues inward and upward, as other- 


a 
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APPEARANCE OF THE MopiFigp TRIANGULAR DENUDATION AS VIEWED BETWEEN THE 
SEPARATED LaBIA, WITH STITCHES PASSED (Zweifel), (By/ord.) 


wise the blood flowing downward from the denuded surface above 
will interfere with the operation. The tissue should be removed 
in one continuous strip, for then the operator is certain that the 
entire surface is freshened, and that no islets of cutaneous or 
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mucous tissue remain on the denuded surface to interfere with 
the union. The tissue is now grasped with a toothed-forceps or 
with tenacula and removed, either with a scalpel or with curved 
scissors. 

If scissors are employed, those of Emmet will be found most 
useful, as they are curved both on the flat and edge, and are in 
pairs, one to be used with the right, the other with the left hand. 
The gynecologist seizes the tissue to be removed as high on the 
left side as the denudation is intended to extend, and with the right- 
hand scissors removes a strip at the muco-cutaneous junction, to a 
similar point on the right side, leaving the end of the strip attached. 
He then takes the other pair of scissors and continues the denuda- 
tion in the reverse direction and repeats this process until the sur- 
face is entirely freshened, the tissue having been removed in a 
continuous strip. Instead of this procedure, an ordinary pair of 
straight or slightly-curved and pointed scissors may be used, the 
operator making a slight puncture with a tenotome at the muco- 
cutaneous junction in the median line, and introducing the points 
of the scissors, divides the tissues subcutaneously to the extent which 
he wishes to denude. He then cuts the margin of the tissue which 
he thus separated and removes it in one piece in the form of a tri- 
angle. After the surface has thus been freshened the finger must 
be carefully passed over,it, to ascertain if any islet of mucus or of 
cutaneous tissue has been overlooked, and if so it should be care- 
fully removed. 

The surface is now thoroughly sponged, all hemorrhage arrested 
by ligatures, if necessary (or by including the bleeding point in the 
sutures), and any irregularities of the margins which might prevent 
coaptation of the two sides carefully removed. 

The sutures are now introduced. They may consist of pure silk, 
silkworm gut, catgut, or silver wire, and should be thoroughly 
aseptic. In introducing them, strong and long needles are used, 
which are held in the grasp of needle forceps. The first suture 
should be introduced into the skin close to the margin of the 
wound at its lowest part, and passed upward and outward deeply 
in the tissues, curved around in front of the rectum, and brought 
down deeply through the tissues of the other side, emerging 
through the skin at a point corresponding to the point of ingress. 
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Other sutures are now introduced one above the other as deeply as 
possible, without wounding the rectal mucous membrane, and the 
apices of the triangles are separately sutured, the sutures being 
vaginal. The wound is now cleansed of all clots and shreds of 
tissue and the sutures tightened and tied, or shotted. The parts 
are dusted with powdered iodoform and the woman kept in bed, 
on a fluid diet, for several days. The sutures may be removed 
at the end of two weeks. 

If a flap operation is performed, two triangular flaps are dissected 
up (but left attached along their upper or vaginal margins), whose 
boundaries are the median line from the upper or vaginal end of 
the laceration to its lower or perinzeal extremity, and from this 
point in a curved direction, to a point on the labium majus of 
either side as high up as it is desired to denude. These flaps are 
trimmed and approximated in the median line by superficial sutures, 
after which the deep sutures are inserted, as in the former operation, 
and the denuded surfaces brought together. 

The same general principles hold good for operations in cases of 
complete rupture of the perineum, with the exception that great 
care must be taken to denude thoroughly and approximate closely 
the divided and retracted ends of the sphincter ani muscle, which 
will be detected as two little dimples on either side of the rectal 
wall. The rectal sutures are introduced first, and should consist of 
No. 2 catgut. They are introduced by means of an Emmet needle 
at the margin of the rectal mucous membrane, carried upward and 
outward in the tissues for about a quarter of an inch and then 
withdrawn, carried across the rupture to a corresponding point on 
the opposite side, again inserted and withdrawn at the margin of 
the rectal mucous membrane opposite to the point where they were 
first introduced. The introduction of the first suture is difficult, and 
if not properly inserted incontinence of feeces may return after the 
operation. The needle should be inserted at the inner and lower 
point of the denuded surface, carried outward around the end of 
the retracted muscle in such a manner that it will lift it up to its 
fellow when the sutures are tied, then carried inward through the 
recto-vaginal septum, and finally around the end of the muscle on 
the other side, and out at a point opposite to that at which it was 
originally inserted. 

The rectal sutures are tied in the rectum before the perinzal 
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sutures are introduced, the latter being inserted in the same manner 
as in case of incomplete rupture. 

When a fap operation has been determined upon, an incision 
is made from the apex of the laceration in the recto-vaginal 
septum (.S) outward on either side to the inner surface of the 
labium a little above the margin of the anal skin (1); a second 
incision is made from the posterior margin of the sphincter ani 


ees 


Fig. 26.—Lines of Incision of the Triangular Flap Operation applied to Lacerations 
extending into Rectum. (Hart and Barbour.) 


aS, flap to be raised and united to its opposite to form posterior vaginal wall; 4 2 S, 
flap to be raised and united to its opposite to form anterior rectal and anal wall. 


Fig. 27.—Flaps raised and Sutures passed in same Operation. (Hart and Barbour.) 


(4), upward along the edge of the laceration and parallel with the 
vulval orifice, to the labium of either side as high as it is desirable 
that the denudation should extend (a2). Two flaps on either side 
are raised, the two upper flaps (a1 S) being dissected off from 
below upward, but left attached at their upper margin (a S) while 
the lower flaps (6 2 S) are dissected from above downward, 
remaining attached at their lower margins (4 S). 
G 
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These flaps are now trimmed, brought together in the median 
line (the upper flaps uniting at 1, 1, S, while the lower are turned 
downward and unite at 2, 2, S), and united by superficial sutures. 
The freshened surfaces are afterward united by deep sutures in the 
manner already described. 

Lawson Tait’s operation is a modification of the flap operation. 
He uses sharp scissors, splitting the recto-vaginal septum into thick 
flaps without removing any tissue whatever. These flaps are turned 
into the rectum and vagina without any superficial sutures. His 
sutures surround and bring together large masses of tissue. The 
anterior or upper suture is first inserted. The needle is entered 
near the median line from the vagina, is carried outward into the 
deeper structures, then forward and inward, and is brought out at 
the upper margin of the rectal flap; it is then reinserted at a 
similar point in the opposite rectal flap and carried outward, and 
then downward and inward, in the deeper structures, emerging 
near the line of union at a point opposite to that at which it was 
first introduced. This suture is not seen at all in the rectum, and 
only the knot appears in the vagina. If it is necessary, a second 
suture may be introduced, but never more than two. The remain- 
ing sutures close the cutaneous wound in the usual way. Silk 
sutures are used, and are left in place for two weeks. This opera- 
tion gives good results in deep perinzal lacerations. 


VULVITIS. 


Vulvitis may be either catarrhal, follicular, diabetic or aphthous. 


(1) CATARRHAL VULVITIS. 


(1) Cause.—Want of cleanliness; gonorrhcea; exposure to 
cold; extension of inflammation from other parts; masturbation. 

(2) Symptoms.—Those of ordinary catarrhal inflammation, 
viz., swelling, redness, heat, pain, and dryness of the parts, followed 
by increased discharge. 

(3) Treatment.—The parts must be kept perfectly clean and 
warm hip-baths should be freely employed. Sedative applications 
of lead-water and laudanum often afford much relief in the very 
acute stage. As this stage subsides, dusting with bismuth subni- 
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trate and keeping the labia separated by salicylated or borated 
cotton, and, later on, the free use of astringents is useful. 

Lf the disease ts of specific origin (see vaginitis), the application 
of a solution of corrosive sublimate (1-2000) brushed over the part, 
or applied on a piece of lint, or the application of carbolic acid (2 
per cent.), or silver nitrate in strong solution, will give better results. 


(Il) FoLtiicuLar VULVITIS. 


Is that form where the sebaceous follicles are involved, the glands 
become enlarged and hard and their ducts are seen resembling 
minute pin-holes. 

The best treatment consists in warm sedative applications, 
warm baths and alkaline washes. 

If the muciparous follicles are involved (which is often the case 
if gonorrhcea is present), solutions of silver nitrate give better re- 
sults. 

(III) Diabetic VULVITIS. 

Is dependent on the presence of the fezdczl/ium,—a fungus de- 
veloped from the sugar in the urine, and spreading from the orifice 
of the urethra to the vulva. The parts become hard and dry and 
of an intensely red color. The affection is attended with intense 
and very troublesome itching. 

In treating this affection, the general condition of the system, 
of which it is only a symptom, must be borne in mind and treated. 
In addition to this, moist applications do some good, particularly 
solutions of the salicylates. Cocaine will, to some extent, relieve 
the obstinate itching. 


(IV) APpHTHOUS VULVITIS. 


This is a disease of childhood following the exanthemata, or any 
debilitated condition of the system. 

Symptoms.—Little grayish, slightly elevated vesicles are seen, 
varying from the size of a pin’s head to that of apea. These rup- 
ture and leave deep ulcers with hard borders, which tend to spread 
and are slow to heal. The inflammation may extend downward to 
the perineum and anus, or upward to the groin, and not infre- 
quently leads to gangrene if not energetically combated. 

In treating this affection, constitutional remedies are fully as 
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important as local means. The patient must be placed under the 
most favorable hygienic conditions, and have an easily digested, 
but highly nutritious, diet. Cod-liver oil, quinine and iron should 
be administered and the most scrupulous local cleanliness insured. 
The parts should be dusted with iodoform every day, and the labia 
separated by a plug of borated or corrosive cotton. If gangrene 
occurs, the slough should be removed and the surface freely cauter- 
ized with fuming nitric acid, while internally, stimulants, quinine 
and opium must be administered. 


IMPERFORATE HYMEN. 


Imperforate hymen usually causes no trouble until puberty, al- 
though sometimes, immediately after birth, there may be violent 
pains and straining which will pass away when an incision is made 
in the hymen. 

Usually the first indication occurs at the first menstrual period, 
when all the symptoms of menstruation are present, but no flow ap- 
pears. As time goes on the accumulated blood is dammed back 
into the uterus, which becomes distended, and even into the ovi- 
ducts, and rupture with fatal peritonitis usually occurs if some 
means are not taken to relieve the patient. Sometimes (rarely) 
the hymen yields to the pressure and the fluid is evacuated exter- 
nally. Zhe symptoms are violent attacks of pain recurring periodi- 
cally at the menstrual periods, without any external flow; the 
uterus enlarging periodically ; fluctuation, and the absence of the 
positive signs of pregnancy. Inspection shows an imperforate 
hymen, which bulges outward from the vulva, and is thinned and 
dark in color, often resembling a child’s head. 

In treating this affection the indication is to evacuate the fluid 
pent up in the vagina, but there are two dangers in so doing which 
should be borne in mind. In the first place, as long as the air is 
excluded from the fluid, no decomposition can take place, but as soon 
as an incision is made and the air gains access to the fluid decom- 
position setsin and septiczemia may result, even when the drainage is 
free. Secondly, the uterus may have been so distended, that the sud- 
den withdrawal of the fluid will leave it ina paralyzed condition; it 
may lack the power to contract, and severe hemorrhage may ensue. 
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It is therefore better, in cases where the uterus and tubes are much 
distended, to make only a very minute opening in the hymen, 
keep the patient perfectly quiet and allow the fluid gradually to 
drain off. After the uterus has regained tone and the fluid has 
been partially evacuated, enlarge the opening by a free crucial 
incision, wash out the uterus with an antiseptic solution and make 
it contract by compression of the fundus. 


DISEASES OF THE INTERNAL GENITALIA. 


ABSENCE OF THE VAGINA. 


When no vagina is present, itis the duty of the gynzecologist to 
ascertain whether the uterus and ovaries.are likewise absent. The 
presence of ovaries may be inferred from the general development 
of the woman, and the usual changes which occur at puberty, and 
they can often be discovered on recto-abdominal examination. 
The uterus can be felt on rectal examination, or by conjoined man- 
ipulation through the rectum and abdomen; or by a careful ex- 
ploration with the finger in the rectum anda sound in the bladder ; 
or, if the case is still in doubt, the urethra may be dilated and the 
finger introduced while a finger of the other hand is inserted into the 
rectum. Ifthe uterus or ovaries are absent some eminent authori- 
ties teach that the gynzecologist should not make a vagina. 

While this is undoubtedly true if the woman be single, yet if she 
be married it is probably best to operate if possible and if the wo- 
man and her husband wish it done, for otherwise the woman will 
most probably lead a wretched life, and her condition will cause her 
much unhappiness, even if it does not eventually lead to estrange- 
ment between her husband and herself. 

If therefore the operator find that there is enough tissue between 
the rectum and the bladder he had best oferate. The finger should 
be passed into the rectum and the sound into the bladder, to act as 
guides. A transverse incision is then made midway between 
the bladder and the anus, an inch to an inch and a half in length, 
extending through the skin and subcutaneous tissues, and, by the 
index finger inserted in the wound, a passage is gradually torn 
through the connective and muscular tissues to the cervix uteri. 
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Any vessels which may have been divided are ligated and the 
wound plugged to prevent any subsequent hemorrhage, as well as 
to prevent union of its edges. Jf the tissue ts too scanty to allow of 
this operation, the uterus may be punctured through the rectum or 
bladder to make a vent for the fluid, or a laparotomy may be per- 
formed and the ovaries and oviducts removed. 


ACQUIRED ATRESIA OF THE VAGINA. 


These cases are much more rapidly fatal, if left to themselves 
than when the atresia is congenital, as rupture and death usually 
results in about a year, while in the latter cases, death does not 
occur for at least three years in the majority of instances. 

The cause of this affection is inflammation or sloughing of the 
vagina, usually occurring after labor. 

The treatment is the same as when the atresia is the result of 
malformation. Ifthe oviducts are distended with fluid, the inci- 
sion should be small and the retained fluid should be evacuated 
gradually, as in case of imperforate hymen. 


ADHESIONS OF THE VAGINAL WALLS. 


In this affection bands of tissue are formed as the result of ad- 
hesive inflammation, of sloughs or ulceration of the vagina, either 
from ordinary causes or of specific origin, which unite the walls 
of the vagina to each other. Ulceration from the pressure of an 
ill-fitting pessary, or from a pessary too long worn in the vagina, 
may result in this trouble to a greater or less degree. 

The treatment consists in gradually dilating the bands, with 
or without prior incision. 


FOREIGN BODIES IN THE VAGINA. 


The bodies most commonly found in the vagina are pessaries, 
but all kinds of foreign bodies are sometimes met with, such as 
substances introduced with a view of preventing conception or for 
purposes of masturbation. 

The symptoms will vary according to the size of the body, 
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the length of time it has been retained, and the amount of irrita- 
tion and inflammation it is exciting.* A phosphatic deposit is apt 
to coat any foreign body which is retained for some time. 

The diagnosis is easily made from the history and by digital 
exploration. 

The proper treatment is to disinfect the vagina thoroughly, 
and to remove the foreign body in whatever manner it can best be 
done. If they are small and sharp, as fragments of glass, they 
may be picked out with the thumb and finger ; if large, the vulva 
may have to be incised, the substance broken up if possible, with- 
out injury to the woman, or the forceps applied to it; if itis coated 
with phosphatic deposit or roughened, great care must be taken not 
to injure the vagina during its extraction. After its removal the 
vagina must be thoroughly antisepticized, especially if ulceration 
is present. 


GENITO-URINARY FISTUL#. 


Definition.—Genito-urinary fistulae are abnormal communica- 
tions existing between either the bladder, urethra or ureters on the 
one hand, and the vagina on the other, or between the ureters and 
the uterus. 

Cause.—Devitalization of the tissues, due either to prolonged 
pressure of the child’s head during labor ; to short and very severe 
pressure, especially if the bladder be full; to the pressure of an 
ill fitting pessary, or ulceration from any cause. 

Symptoms.—There is a constant dribbling of urine, which 
may not come on immediately after labor, but generally is present 
by the time the woman begins to walk about; inflammation of 
the external genitalia occurs, and phosphatic concretions form 
on the rugze of the lower vaginal wall and on the vestibule. Cica- 
trices may form in the vagina, preventing the examiner from 


* The author has removed a hard-rubber pessary which was said to have 
been retained for twenty three years continuously, which had not caused 
ulceration, and which was not corroded nor encrusted with any deposit. 
The only symptom of its presence was a profuse muco-purulent catarrh. 
The vulva and vagina had undergone senile changes, and the pessary had 
to be cut in three pieces before its removal was possible. 


96 GYNECOLOGY. 


obtaining a good view. There is an offensive urinous odor about 
the patient. 

Diagnosis.—If the fistula is large, it may be detected by the 
finger on making a vaginal examination. Pass a probe into the 
urethra or bladder and endeavor to find the opening, or place 
the woman in the dorsal or in the semi-prone position, expose the 
anterior vaginal wall and search for the opening. If these means 
fail to detect it, distend the bladder with warm milk, watching the 
anterior vaginal wall to see where it escapes. If it escapes from 
the cervix uteri, it is a vesico-uterine fistula. If the urine escapes 
in little jets from the upper part of the vagina near the uterine 
neck, it is a case of uretero-vaginal fistula, and, as the kidneys act 
alternately, in case this is suspected let the woman sit on a com- 
mode without voluntarily passing her water for a certain length 
of time, and then removing to another vessel, let her pass what 
water may have accumulated in her bladder in the meantime; if 
one ureter is in communication with the vagina the amount of 
water in the two vessels will be about equal. 

Treatment.—The external inflammation must first be relieved 
by thorough cleanliness, warm baths, the application of astringents, 
and the employment of carbolized or borated unguents (borated 
mutton suet makes a good application) to protect the surface from 
the irritation produced by the constant flow of water over it. In 
warm weather, if the ointments are unpleasant, dusting the surface 
with lycopodium, which adheres readily and is not wetted by water, 
_ will be found a pleasant and efficacious substitute for the unguents. 
The general health must be attended to at the same time, and 
tonics, good food and plenty of fresh air be prescribed. Any 
strictures which may have formed as the result of the inflammation 
should be divided and the vagina dilated. After the parts have 
thus been restored as nearly as possible to a healthy condition, an 
operation should be performed for the cure of the fistula. The 
bladder and rectum having been emptied in the usual manner, the 
patient is etherized and placed either in the lithotomy or in the 
semi-prone position, as may best suit the convenience of the opera- 
tor. The margin of the fistula is then caught up with a tenaculum 
or toothed forceps, and freshened with a scalpel or scissors in such 
a manner that the denuded surface is beveled at the expense of 
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the vaginal surface, the tissue being removed down to the vesical 
mucous membrane, which is left intact. If it is possible, it is a 


very good plan to remove the tissue in an entire piece, or to cu 
the fistula out entirely, as then there can be no doubt that its mar- 


Tue Fistuca witH EpGe Parep AND THE Sutures Pracev. (Sy/ord.) 
gins are entirely denuded. The freshened surfaces are brought 
together by means of sutures (either 
properly antisepticized, or of silver wire), which are introduced 

er of ani 
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of the mucous membrane of the bladder, which, of course, must not 
be wounded by the needle. These sutures are tied or twisted, and 
allowed to remain for ten or twelve days, when they are carefully 
removed. Before tying the sutures the operator should carefully 
wash out any blood cots which may be present in the bladder. The 
patient is kept in bed until the sutures are removed, when, if the 
wound is entirely healed, she may get up and gradually resume 
her accustomed duties. The urine must be drawn off for the first 
twenty-four hours, after which she can usually evacuate the blad- 
der when she desires to do so. Opium should be given after the 
operation if much pain is experienced. The bowels should be 
carefully moved by an enema on the third day. 

Complications and their Treatment.—lIn cases of long 
standing, the urethral walls sometimes grow together, thus occluding 
the canal. In this case the finger should be inserted through the 
fistula into the bladder and the urethra opened, prior to the opera- 
tion, by gradually working through from the outside to the finger 
with a groove director. Jf the urethra ts entirely destroyed, it may 
be necessary to make a new one, by turning down lateral flaps 
from the vaginal mucous membrane. This operation may have 
to be repeated several times before it is successful. Jf the vesical 
mucous membrane protrudes through the fistula, interfering with 
freshening of the edges, replace it and keep it in place during the 
operation by a sponge placed in the bladder, but be careful to re- 
move the sponge before closing the wound. 

Lf there does not appear to be enough tissue to close the wound, 
draw down the uterus with tenacula, when the consequent relaxation 
of the vaginal walls may allow the difficulty to be overcome. Jf 
the fistula ts close to the uterine insertion and cannot be otherwise 
closed, the edges may be pared in the usual way, and the cervix 
being similarly treated, may be inserted into the wound and 
retained by sutures. Jf a vesico-uterine fistula exists, the uterus 
may be carefully dissected from the bladder until the fistula is 
reached, which may then be closed in the usual manner, or the 
cervix may be divided down to the fistula, which may then be 
operated upon. Jn cases of uretero-uterine fistule, nothing is of 
much avail. 
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RECTO-VAGINAL FISTULA. 


This condition occurs much less frequently than vesico-vaginal 
fistulae, and is less commonly the result of pressure during labor, 
than of abscesses or of injury with instruments. It is much less 
serious in its consequences than the foregoing affection, as the 
faeces, if cleanliness is observed (and it is much more easy to be 
cleanly with an intermittent discharge such as the faeces, than with 
a continuous discharge as the urine), do not cause the same amount 
of irritation and inflammation. 

The treatment consists, in recent cases, in promoting healthy 
granulations, in keeping the bowels at rest for four or five days at 
a time by opium, and then moving them by a saline cathartic, and 
in paying the most scrupulous attention to cleanliness. /# cases 
of long standing, where the margins of the fistula have healed, it 
is necessary to freshen them in the same manner as in vesico- 
vaginal fistula, beveling the edges from the vaginal surface so that 
there will be no traction on the rectal mucous membrane when 
‘the stitches are applied. The sutures are introduced as in the 
operation for vesico-vaginal fistule, and the bowels prevented from 
moving for ten days, when they may be opened by a saline 
cathartic, aided by a careful enema of sweet oil. The stitches may 
then be removed. 


PROLAPSE OF THE VAGINA. 


This affection may occur with or without prolapse of the uterus; 
it may be a simple prolapse of the anterior, or of the posterior wall 
of the vagina ; or the entire vagina may be completely prolapsed ; 
the bladder, or the rectum may share in the prolapse of the vaginal 
walls, and usually do, if the prolapse is of any duration. 

Causes.—The chief causes of these conditions are loosening of 
the vaginal attachments, laceration of the perinzeum and pressure 
on the vagina from above by tumors, or by the neighboring 
organs; or traction exerted from below. 

Pregnancy and parturition, therefore, play an important part in 
vaginal prolapse, although it may be seen in old nulliparze where 
the vaginal tissues are much relaxed, and even in children who are 
poorly nourished. 
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Symptoms.—The prolapsed portion of the vaginal mucous 
membrane, if it protrude outside the vulval orifice, becomes dry 
and often excoriated, especially if pregnancy should take place, 
when it may give rise to great discomfort. In uncomplicated cases 
it usually causes few if any symptoms. 

If the bladder or rectum is also displaced, as generally occurs 
when the trouble is of any duration, symptoms due to the malposi- 
tion of the viscus will manifest themselves; thus if there is a cysto- 
cele, there will be straining and often great difficulty in passing urine, 
the patient sometimes having to assume all kinds of attitudes or 
to insert their finger and press back the projecting mass before the 
water can be voided; if a rectocele is present, there is often diffi- 
culty in evacuating the bowels, followed by a sensation as if the 
rectum were still full, and frequently by tenesmus. 

Diagnosis.— Ox digital examination the vaginal wall is found 
to be displaced downward, and, if no tumor is present which pre- 
vents, can be easily replaced. If there is a cystocele as well, an 
elastic tumor is seen to protrude from the vulva when the patient 
bears down, and a bent uterine sound introduced through the 
urethra into the bladder, passes downward into the protrusion, 
and can be felt by the finger through its walls. A vectocele may 
be diagnosed by the introduction of the finger into the rectum, 
when it will readily pass into the protruding mass. 

Treatment.—/x simple displacements of the vagina, or when 
the coéxisting cystocele or rectocele are very slight, a cure may 
sometimes be effected by replacing the prolapse and maintaining 
it in place by a simple soft rubber ring, or other pessary, or by 
astringent tampons, until the mucous membrane and other tissues 
have time to consolidate and contract. J other cases, restoring 
the perinzeum is sufficient to prevent a recurrence of the trouble. 
If, however, there is a vectocele of any size, it is better to denude its 
crest and introduce sutures at the same time that the operation for 
perineal laceration is performed, in the manner previously de- 
scribed. In cases of marked cystocele, denude a circular portion 
of the mucous membrane and pass a silk suture completely around 
the circle, carrying it in and out of the mucous membrane alternately 
(Stoltz) about one-eighth of an inch from the edge of the denuded 
surface, thus inverting the cystocele. The sutures are to be left in 
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for eight or ten days. Jf cystocele ts complicated by prolapse of the 
uterus, Emmet’s operation may be performed. The uterus is first 
anteverted by the finger and kept in this position by a sponge pro- 
bang while the woman is being placed on her side, and Sims’ 
speculum is being introduced. Two points are then found by 
means of tenacula, one on either side of and a little behind the 
anterior lip of the uterus, and about half an inch from it, which 
can be brought together in front of the cervix without undue ten- 
sion. These points are denuded of mucous membrane to the 
extent of one-half of an inch square, as is also a surface in front 
of the uterus about an inch long and half an inch wide. A silver 
suture is then passed under each of these freshened surfaces, being 
brought out through the mucous membrane between them, and by 
twisting, they are brought together in the median line in front of 
the cervix. This imprisons the cervix in the posterior vaginal 
vault, and gains a lateral support from the pelvic fascia. When 
the suture is tightened, two folds are seen to have been formed on 
the anterior vaginal wall, extending in the shape of an ellipse, from 
the approximated surfaces to the neighborhood of the vaginal out- 
let. These are to be turned inward, their edges denuded and 
their opposite margins united by sutures placed about one-fifth of 
an inch apart. The woman should be kept in the recumbent posi- 
tion for two or three weeks, and the water drawn off regularly for 
the first few days. This, as well as the other operations on the 
internal genitalia, must be conducted with strict antiseptic pre- 
cautions. 


VAGINITIS. 


Inflammation’of the vagina may be catarrhal, granular, or gon- 
orrheal in character. Thesecond variety occurs chiefly as a com- 
plication of pregnancy. 


CATARRHAL VAGINITIS. 


Causes.—This disease may occur from irritation, due to the 
presence of some foreign body, as a pessary which has been re- 
tained too long, or which does not fit the vagina ; from trauma- 
tism, as in violent sexual intercourse, or other injury; or from 
struma (especially seen in children), or syphilitic disease. 
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Symptoms.—// acu/e, there are more or less violent symp- 
toms of inflammation, accompanied by a discharge, which, if the 
inflammation is very acute, may be of a greenish-yellow color. 

If chronic, the symptoms of inflammation will not be marked, 
and the discharge will usually be more creamy in color and in 
consistence. 

Treatment.— When acute inflammation is present, rest in bed 
must be insisted on, the patient must use warm hip baths and warm 
mucilaginous injections, to which a mild alkali may often advan- 
tageously be added. As the acute symptoms subside, astringent 
injections, as cupric sulphate or silver nitrate (gr. ij-iv to £5j), mer- 
curic chloride (1-2000 or 4000), or alum may be used with advan- 
tage. Jn children, injections of warm borax-water and penciling 
the parts at night with iodoformis the best treatment. When struma 
or syphilis is suspected, internal remedies must never be neglected : 
thus, in children the administration of the iodide of iron, or, in 
syphilitic cases, of the iodide of potassium, are necessary, combined 
with good hygiene and proper diet. 


GRANULAR VAGINITIS. 


Causes.—This form of vaginitis is rarely seen except in preg- 
nant women. 

Symptoms.—Are those of acute vaginitis. 

Diagnosis.—On inspection, the vaginal mucous membrane is 
found bathed with a profuse, creamy, purulent discharge, project- 
ing through which are minute, brilliant red points, which are hy- 
pertrophied and inflamed papillz. When the finger is introduced 
into the vagina, a sensation of roughness, somewhat like a nutmeg 
grater, is experienced. ’ 

Treatment.—tThe best treatment consists in cleansing the mu- 
cous membrane from the discharge, and rapidly penciling the 
surface with a strong solution of silver nitrate, followed by an ap- 
plication of vaseline or of glycerin, which will allay the pain. A 
solution of corrosive sublimate may be used instead. This treat- 
ment should be followed by a course of tonics, good hygiene, 
cleanliness, and mild astringent injections. 
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GONORRHCAL VAGINITIS. 


Symptoms. —Those of common vaginitis, but more severe, 
and often accompanied with much burning on urination, from spe- 
cific inflammation of the urethra, and with a discharge of greenish 
pus, denoting the acuteness of the inflammatory action. 

Diagnosis.—The greater severity of the symptoms; the burn- 
ing and smarting of urination, and the presence (frequently) of 
the gonococcus in the discharge, are the diagnostic points. 

It is sometimes difficult to differentiate strumous vaginitis in a 
child, from gonorrhoeal vaginitis, but these are usually cases of 
suspected rape, and where this crime has been perpetrated, the 
dilatation of the canal and the bruising of the parts will bear tes- 
timony to the fact. 3 

Treatment.—The same treatment should be pursued as in 
catarrhal vaginitis; especially should the vagina be thoroughly 
cleansed by copious warm water injections, followed by injections 
of corrosive sublimate solution (1-4000), Pain on urination may 
be treated by rendering the urine less irritating, for which pur- 
pose the alkalies may be used, as in gonorrhoea of the male. 


TUMORS OF THE VAGINA. 


(1) CysTs OF THE VAGINA. 


Causes.—Cysts of the vagina may be formed dy occlusion of 
the vaginal glands themselves; by occlusion of the vu/vo-vaginal 
glands, or from a pervious condition of Geriner’s canal, occluded 
above and below (in these cases the cyst will be longitudinal and 
often of large size, running up in the vaginal wall toward the 
cervix uteri). Cysts may also form from distention of the lym- 
phatic vessels, or from the occlusion of an ununited portion of 
Miller's ducts, or from cystic degeneration of thromot. 

Treatment.—/ the cyst is pediculated, it should be cut off; 7 
zt 7s not, it should be incised freely and cauterized, or a large piece 
should be cut from the cyst wall, so that its margins may not unite 
until it has granulated from the bottom; or the cut margins of the 
cyst-wall may be united to the vaginal mucous membrane by 
stitches. 
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(2 and 3) LIPOMATA AND FIBROMATA. 


The former are exceedingly rare. The /atter are sometimes seen, 
resembling the fibrous tumors of the uterus, but being less firm. 

Situation.—They are most commonly found on the anterior 
wall of the vagina, then on the posterior wall, and least frequently 
on the lateral walls. 

Treatment.—If they are pediculated, ligate the pedicle, and, 
if large, cut off the tumor below the ligature; if non-pediculated, 
make an incision over the tumor, enucleate it with the fingers and 
the handle of the scalpel, and close the wound with sutures, hav- 
ing ligated any bleeding vessels; 


(4) MALIGNANT DISEASE OF THE VAGINA. 


Any form of carcinoma or of sarcoma may occur in the vagina, 
either as a primary affection, or, more commonly, as secondary to 
disease of the uterus, or of the perineum; in the former case, 
the posterior, in the latter the anterior wall is most frequently 
affected. 

Diagnosis.—The character and history of the growth, the 
nature of the discharge, the hemorrhage and the pain, leave little 
doubt of the nature of the disease, and the microscopical examina- 
tion of the scrapings, will settle the diagnosis. 

Treatment.—Remove the diseased tissue entirely and thor- 
oughly if possible, and, having protected the surrounding tissue 
with cotton saturated in a solution of sodium bicarbonate, apply 
to the raw surface a solution of bromine one part, iodine two 
parts, crystallized carbolic acid three parts, and alcohol four parts, 
which will act as an antiseptic, caustic and styptic. 
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DISEASES OF THE UTERUS. 


Diseases of the uterus may be classified under the headings of 
(1) deviations in position; (II) deviations in function; (III) devia- 
tions in structure. 


f DEVIATIONS. FROM. THE NORMAL POSITION. 


The normal position of the uterus has been sufficiently described 
in speaking of its anatomy, development, and the methods of in- 
vestigating its diseases. 

As it is a movable organ, its position is constantly changing, 
due to the amount of distention of the neighboring organs, and 
even to the changes in the position of the woman herself. 

It is also liable to permanent change in position, due to changes, 
inflammatory or. otherwise, in the surrounding tissues. Thus it 
may be either elevated or depressed, moved bodily forward or 
backward or to either side, without changing the direction of tts 
axis, without altering the relations which exist between the body 
and cervix. 

The organ may also be rotated on its axis, so that without alter- 
ing the relations of the body to the neck, the fundus may be further 
forward, or further backward than it should be in the normal 
condition. 

As the uterus is composed of soft, pliable tissue, it is liable also 
to changes in curvature, and thus various flexions, forward, back- 
ward, or to either side are often found. 

A temporary change in position is not considered as a displace 
ment, jt is only when such a condition persists that it is regarded 
as abnormal. 


ELEVATION OF THE UTERUS. 


This is not a disease, but a symptom, and 7s duve to enlargement 
of the uterus, which is of such extent as to preclude the possibility 
of its remaining in the pelvis (as during pregnancy) ; to the attach- 
ment of some large tumor either to it or to the ovary (as an ovarian 
tumor with a short pedicle, or a large uterine fibroid); or to large 

H 
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tumors or collections of blood in the vagina, which may push 
it up. 

The treatment of this displacement is the treatment of the 
condition on which it depends. 


ANTERIOR, POSTERIOR OR LATERAL POSITIONS. 


The entire uterus may be drawn by adhesions, or pushed by 
tumors out of its normal position in any direction, without altering 
the relation of its body to its neck, or causing any deviation in 
the line of its axis. 

The symptoms will depend more upon the cause of the dis- 
placement than upon the displacement itself, and the treatment 
must be directed to the condition which produces it. 


Prolapse will be considered after studying posterior displace- 
ments with which it is usually associated. 


FLEXION, 


A flexion is an alteration in the relative position of the body 
to the cervix, a change in the curvature of the long axis of the 
uterus, Z. ¢., in the direction of its canal. 

Three changes in flexion are possible, supposing, for sake of 
illustration, that the cervix is fixed and the corpus is bent out of 
its normal position. (1) The uterine axis may be anteflexed (Fig. 
29), so that the normal curvature is increased; (2) the axis may 
become straight (miscalled anteversion (Fig. 30); (3) the axis may 
become retroflexed (Fig. 31), (rarely by itself, but quite common 
with retroversion). 

A version is a rotation of the organ around an imaginary trans- 
verse axis, without any change in the relation which the body 
beats to the neck. (1) The uterus may be anteverted, z.¢., the 
normal forward displacement may be increased (not a very fre- 
quent condition). (2) It may be vefroverted, either alone or witha 
coéxisting retroflexion ; or (3) the body of the uterus may be drawn 
to either side of the pele the cervix being directed to the opposite 
side, thus constituting right or left datero-version (the uterus nor- 
mally is slightly latero-verted to the right side). 
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The symptoms in versions and flexions are not due to the 
displacement “‘ Zer se,”’ but to (1) interference with the functions of 
menstruation, conception and pregnancy ; 


Fic. 29. Fic. 30. 


The heavy lines represent the plane of the pelvic inlet ; the outline the normal position 
of the uterus, and the dotted lines the varieties of flexion described. 


Fic. 32. Fic. 33. Fic. 34. 


ANTEVERSION. RETROVERSION. RETROVERSION WITH 
: RETROFLEXION. 


(2) To chronic metritis and endometritis caused by the displace- 
ment; or s 

(3) To the cellulitis or peritonitis which accompany or cause the 
displacement. 


“ANTEFLEXION. 


Anteflexion is an exaggeration of the normal condition. It is 
more frequent in nulliparze, because it is a frequent cause of 
sterility. 

The seat of the flexion is usually in the upper part of the cervix, 
or at its junction with the body. Sometimes the neck is bent 
sharply forward upon itself, the body remaining in its normal 
position; sometimes the neck is so sharply bent that the upper 
part, being felt in the posterior vaginal fornix, is mistaken for the 
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fundus in a retroverted position, until the finger in the rectum or a . 
bimanual examination shows its true character. 

The vaginal portion is often small, the os uteri rounded and 
feeling like a pin-hole (in congenital cases), and it is frequently 
high up and hard to reach by the examining finger. 

Causes.—Anteflexion may be congenital or acquired: when 
the latter, it may arise from 

(1) Inflammatory changes behind the cervix ; the cervix is high 
up and far back in the pelvis, and pain is felt when the examining 
finger tries to bring the cervix forward, due to cicatricial contraction 
in the utero-sacral ligaments (from cellulitis), drawing the cervix 
upward and backward and throwing the fundus forward (Schultze). 
This condition, when present, contra-indicates hasty operative 
interference, and renders the prognosis as to cure unfavorable. 

According to Schréder this condition usually depends upon 
adhesions due to peritonitis, in which case the prognosis as to cure 
is equally unfavorable. 

(2) Changes in the condition of the uterine tissue allowing flex- 
ion to take place (Graily Hewitt); or, 

(3) Libromata or other tumors, weighing the fundus down, may 
give rise to anteflexion. 

Symptoms.—Sometimes the patient complains of no symp- 
toms: generally, however, the following symptoms are more or 
less marked :— 

(1) Dysmenorrhea (uterine).—The pain is not marked until the 
menstrual flow appears, but continues until*it ceases. The pain is 
usually referred to the small of the back; sometimes to the pelvis, 
but is not localized in the ovarian region. In typical cases, the 
pain is of a bearing-down character, resembling ‘‘labor pains,” 
and the blood is often clotted. 

Theories—Several theories have been advanced to explain 
the dysmenorrheea, of which the principal are— 

(1) Zhe Mechanical Theory (Simpson; Sims), which is that 
the flexion causes such a stricture of the canal that the uterus 
is obliged to go into actual labor to expel the blood from its 
interior. 

(2) The Congestive Theory (Fritsch).—In the normal con- 
dition, the uterine tissues yield readily to the distending blood 
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vessels, but when flexion is present, there is an obstruction to 

the flow of blood in the vessels, the mucous membrane cannot 

swell as it does normally, and the undue vascular tension, 
together with the compression of the nerve endings, give rise 
to the pain. 

The cellulitis and peritonitis which are often present, by in- 
creasiitg the pelvic congestion would necessarily cause pain of 
themselves. 

(2) Sterzlity is another symptom frequently present, in congenital 
cases especially. This is said to be owing to the constriction 
caused by flexion, which is supposed by some to prevent, in a 
mechanical manner, the entrance of the spermatozoids; or to the 
binding down -of the ovaries and oviducts by inflammatory 
adhesions. 

(3) Dyspareunia is occasionally present, and is usually owing 
to some inflammatory action behind the cervix. 

(4) Leucorrhea is generally present, and may be either vaginal, 
or, more generally, uterine. 

(5) Menorrhagia is also sometimes complained of. 

Diagnosis.— 

(1) On Vaginal Examination, the cervix is found high up, the 
os pointing downward and forward. Zhe fundus is felt through 
the anterior vaginal vault and is continuous with the intra-vaginal 
portion of the cervix. Ax angie is felt where the body and cervix 
join. Sometimes the uterus is so high that the flexion cannot be 
felt, or the bend may occur at so high a point that the angle cannot 
be reached by the finger. 

(2) On making a Bi-manual Examination, endeavor to include 
between the hands the body felt in the anterior vaginal vault, and 
by examining all around it, make sure that it is the body of the 
uterus. 

Examine the posterior vault carefully, to see if any bands are 
present which may draw the cervix backward, and try whether 
drawing the cervix forcibly forward causes much pain (this will 
show whether there is an inflammatory condition in the utero- 
sacral ligaments or adhesions in Douglas’s cul-de-sac). Place 
the index finger in front of the angle of flexion, under the fundus, 
and the middle finger against the cervix, and make pressure with 
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the external hand to ascertain to what extent the flexion will 
yield. 

(3) On Rectal Examination, the finger feels the intra-vaginal 
portion of the cervix, and the posterior surface of the uterus as high 
up as the angle of flexion, and may, on recto-abdominal examina- 
tion, be able to explore the posterior surface of the uterine fundus. 
The presence of inflammatory action may be thus also defermined, 
as the rectal finger may find tense cord-like adhesions on either 
side of the uterus, resulting from former peritonitis, or a general 
resistance to pressure which causes pain, showing cicatricial tissue 
behind the cervix, due to former inflammation, instead of the pouch 
in the anterior rectal wall, bounded by a tense band on either side 
(the utero-sacral ligaments). 

(4) When the Uterine Sound, bent in accordance with the flexion, 
is introduced, it passes easily until it reaches the angle of flexion, 
when it meets with an obstruction, which may be overcome without 
force if the finger pushes the fundus up, or if the cervix is drawn 
down with the volsellum-forceps. The sound may show that the 
cavity of the uterus is small (a congenitally small womb), or that 
the cavity is large (from obstruction to the escape of the menses), 
or that the cavity is tender (from endometritis). The sound must 
not be passed when the examination has revealed inflammation 
behind the uterus, nor be used except for therapeutic purposes, 
when a clear diagnosis has already been reached without its aid. 

Differential Diagnosis.—(z) rom myomata of the anterior 
uterine wall, The sound will show in its passage that the uterus 
is anteflexed, and a bi-manual examination carefully performed 
with the sound in the uterine cavity, will show its presence in the 
supposed tumor. 

(2) From cellulitis. When active inflammation is present, the 
sound must never be passed, but here a careful bi-manual examin- 
ation, if the condition is one of anteflexion, will prove that the 
tumor must be the uterus, as it will fail to discover the fundus in 
any other situation ; after which the sound may be used to verify 
the diagnosis. 

Treatment.—The best results are obtained by treating the 
cause of the flexion, and, if possible, not directing the treatment to 
the displacement itself. Endo- and parametritis must be combated 
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by appropriate means, the secretions of the patient kept in order, 
and the general health attended to. - Uf there is elongation of the 
cervix amputation may be necessary. J congenital cases, where 
the anterior vaginal wall appears to be short, thus drawing forward 
the anterior lip of the cervix, the following operation will often give 
relief by allowing the cervix to assume its proper position. The 
patient is placed in the latero-abdominal position, and the cervix 
exposed by a Sims’ speculum. The posterior lip is drawn well 
backward with a tenaculum, and the anterior vaginal wall divided 
with scissors in a transverse direction about three-fourths of an inch 
from the cervix, to the depth of less than half an inch. The vaginal 
wall is then dissected upward so that ‘when the incised portion is 
put on the stretch the sides will come together, and three or four 
sutures are introduced (in such a manner that the transverse irftci- 
sion is converted into a longitudinal wound) and allowed to remain 
until it has united. When the uterus is congenitally small, it should 
be dilated by some of the means already discussed, or by the in- 
troduction of the sound twice a week, after which it should be 
stimulated by a stem-pessary (as that of Thomas), or by a weak 
faradaic current. 

When no inflammation whatever ts present, the uterine canal 
may be dilated, and in some instances, where this is not sufficient, 
it may be straightened with advantage. Neither of these opera- 
tions is justifiable if there is any active inflammation, no matter 
how slight. 

Dilatation may be accomplished by means of graduated steel 
sounds, in which case the canal is rarely dilated to a greater extent 
than would allow of the introduction of a No. 10 (English) catheter ; 
or by tents, which have been spoken of under the head of ‘‘ Gyne- 
cological Examinations ”’ ; or by such instruments as the Ellinger, 
Wilson, or Goodell Dilators. Anteflexion is sometimes perma- 
nently cured by forcible, rapid dilatation with these instruments, 
when they are used in suitable cases. The patient should be 
etherized, and a careful examination having been made to deter- 
mine the positive absence of any inflammation, the uterus is drawn 
down by tenacula, or by the volsellum forceps, and a small dilator 
introduced with its blades closed. The blades are then slowly 
separated until the uterine cavity has been thoroughly dilated, 
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when the instrument is closed and withdrawn, and a larger instru- 
ment inserted, which may advantageously have less curve to the 
blades than the first. This process may be carefully repeated 
several times, care being taken that the cervix is not lacerated to 
any great extent, and in this way not only is the uterine canal 
rendered more patulous, but the uterus is straightened. The 
patient should be kept in bed for ten days, for fear of subsequent 
inflammation, and the bladder and rectum prevented from becom- 
ing distended. 

In other cases, after a moderate dilatation the canal may be 
straightened with a uterine repositor or adjuster, such as Elliott’s, 
which consists of an instrument, looking like a uterine bougie, the 
point of which can be bent forward or backward at will by turn- 
ing’a metallic disk at the lower end. In some cases, where these 
means have all failed, it may be necessary to divide the posterior 
wall of the cervix, and even to incise the anterior wall after the . 
method of Marion Sims. The treatment of anteflexion by pes- 
saries is not to be recommended. Sometimes relief is afforded 
when the uterus is large and heavy, by supporting it by cotton 
tampons or, when there is much traction on the utero-sacral liga- 
ments, by a Smith-Hodge pessary which, by drawing back the 
cervix and supporting the uterus, will afford relief. 


ANTEVERSION. 


In this condition the uterine axis is straightened so that the 
normal forward curve is diminished, and the cervix points more 
directly backward. The uterus is generally enlarged and firmer 
than normal, and may be movable, or fixed by adhesions. 

Causes.—The causes are those which produce chronic metritis, 
or inflammation in the periuterine tissues. 

Symptoms.—This displacement causes no symptoms of itself, 
any manifestations which are present being due either to the 
chronic uterine and pelvic inflammation, or to an enlarged uterus 
pressing on the bladder (frequent urination), rectum (painful 
defecation), or posterior vaginal wall (erosion and catarrh of the 
cervix). 

Diagnosis.—(1) Ox Vaginal Examination, the cervix is found 
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pointing directly backward, the os uteri being directed toward the 
hollow of the sacrum. A body is felt distinctly through the ante- 
rior vaginal vault, and the normal curvature at the junction of the 
body and neck is absent, but there is no angle as in anteflexion. 
The whole uterus is larger and firmer than normal. 

(2) Rectal Examination proves the absence of the fundus poste- 
riorly, and the presence or absence of pelvic inflammation. The 
posterior surface of the fundus is difficult to reach, but may some- 
times be palpated on conjoined manipulation. 

(3) Bémanual Examination shows that the body in front of the 
cervix is the corpus uteri. The size and mobility should be thor- 
oughly investigated, and if it is fixed’in position the cause of such 
fixation should, if possible, be ascertained. 

(4) The Introduction of the Sound is difficult, and useless except 
in cases of doubt as to whether the body felt in front of the cervix 
is really the body of the womb. 

Differential Diagnosis.—/uflammatory deposits around the 
uterus may simulate anteversion, and render combined examina- 
tions difficult, but the rectal examination, by proving that the uterine 
body is not posterior, and by enabling the examiner at least to 
explore a part of its posterior surface, should aid in excluding this 
condition. 

Treatment.—tThe treatment of anteversion is a treatment of 
the cause which produces it. The uterus may be supported by a 
simple soft rubber ring pessary, or by a Smith-Hodge pessary, which 
will act as in anteflexion. 

Should there be much pressure on the bladder, Thomas’s or 
Gehrung’s anteversion pessary may afford relief. 


RETROVERSION. 


Retroversion is found during the early stages of pregnancy ; 
during the progressive stages of prolapse; as a stage of retro- 
flexion ; and from cicatricial adhesions behind the uterus drawing 
it backward. 

Causes.—A sudden straining effort, or a violent blow, when the 
bladder is full especially, or when the uterus is enlarged and heavy 
from any cause, may produce retroversion. It may also be due to 
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the too prolonged use of a very tight bandage after childbirth, par- 
ticularly when there is a failure of normal involution. Inflamma- 
tory action behind the uterus giving rise to adhesions or cicatricial 
bands, may cause or perpetuate the difficulty. 

Symptoms.—The symptoms are due to disorder of the uterine 
circulation, or to pressure of the uterus on the adjacent organs or 
on the anterior wall of the vagina; thus the first cause may produce 
menorrhagia or, if the displacement occur soon after parturition, 
a late flooding, coming on two or three weeks after labor, or a 
daily loss of small quantities of blood whenever the patient rises or 
moves about much (Fritsch). 

From the second cause constipation (ribbon-like stools) and 
tenesmus may occur if the uterus presses on the rectum ; otherwise 
there will be no symptom from the bowel; irritability of the blad- 
der and vesical tenesmus, if the cervix presses on the urethra or 
neck of the bladder, and uterine catarrh and erosion of the cervix 
from pressure on the anterior vaginal wall. In addition there may 
be various reflex disturbances, as neuralgia or gastric disturbance. 

Diagnosis.—(1) ON VAGINAL EXAMINATION, the cervix is 
low down, the os looking downward and forward. The supra- 
vaginal portion, and perhaps the body, is felt through the posterior 
vaginal vault. The posterior surface is straight, there is no angle 
of flexion at the junction of the neck and body. 

(2) RECTAL EXAMINATION shows that the body felt in the pos- 
terior vault moves when the cervix is drawn down by tenacula, and 
it may even be possible, if there are no adhesions, so to draw it 
down as to enable the finger in the rectum to palpate the posterior 
uterine surface, and even the fundus, and thus settle the diagnosis 
positively. 

(3) ON MakINnG A BIMANUAL EXAMINATION, the hands almost 
meet in the anterior vaginal vault, being separated only by the ab- 
dominal wall and the vaginal tissues,—no fundus being felt between 
them. Endeavor to lift up the fundus (difficult) ;—try to lift it up 
by one finger under it and one in front of the cervix (push and 
pull) ; the external hand will feel the anterior surface of the body 
moving under it during this manipulation. 

(4) THE Sounp passes for a little more than an inch easily 
enough; then reverse the handle, carrying it forward toward the 
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pubis, and the point can readily be passed backward, into the 
uterine body. 

Treatment.—The treatment of this, as of the other displace- 
ments which have been previously studied, depends largely on the 
cause, and on the condition of the uterus and adjacent parts. 

If uterine catarrh is present, it should be treated by hot-water 
injections, glycerin tampons, dilatation of the canal and the appli- 
cation of a solution of iodine to the endometrium. When the 
catarrh has been cured, if no adhesions are present, the uterus 
should be replaced either by abdomino-vaginal or abdomino-rectal 
manipulations, aided perhaps by the genu-pectoral position. The 
investigations of Hart and Barbour on the cadaver, have proved 
conclusively that this position, without manual interference, far 
from reducing the displacement, rather tends to increase it; as the 
vagina becomes elongated, the cervix recedes from the examining 
finger, and the fundus uteri is consequently thrown further back 
than it was before. The replacement may in some cases be ma- 
terially aided by hooking a tenaculum in the posterior lip of the 
cervix and drawing it downward while at the same time the finger 
in the posterior vaginal cul-de-sac or in the rectum pushes the 
uterine body upward. The replacement may also be accomplished 
by the uterine sound, but this is a dangerous measure, as the en- 
dometrium of the fundus acts as a fulcrum for the end of the sound 
during the manipulation necessary for the replacement, and there 
is liability of perforating the uterus, especially if it be pathological- 
ly softened. In some cases, where the uterine tissue is very rigid, 
it may be replaced by the introduction of a Hodge, or of a Smith- 
Hodge pessary. 

When the uterus has been replaced, it should be maintained in 
the proper position by one of the above pessaries, or by a cotton 
packing. 

Should adhesions prevent any of these manipulations, or render 
the uterus immovable, they should be removed by the ordinary 
treatment for adhesions and cicatricial tissue, z. e. : Hot water in- 
jections, tampons soaked in a solution of potassium iodide (1 part) 
in glycerin (5 parts), or by the use of the galvanic current. 

Should the displacement be due to a tumor, it must be removed 
if practicable, or pressed up out of the pelvic cavity, and kept there 
by a suitable pessary. 
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RETROFLEXION. 


This condition is generally associated with retroversion, and is 
very common. 

Pathology.—The cervix points downward and forward, or 
directly downward, and the os is patulous, because retroversion 
usually implies previous parturition. Sometimes the posterior lip 
is much hypertrophied. 

The uterus is flexed on itsef, so that the fundus lies in Douglas’s 
cul-de-sac. The size of the uterus and of its cavity is increased ; 
the thickness of the uterine walls at the angle of flexion varies,— 
either the anterior or the posterior wall may be atrophied. A 
chronic catarrh of the endometrium is usually present. 

The microscope shows a dilated condition of the vessels, and an 
increase of the connective tissue: at the point of flexion, the blood- 
vessels are said to be compressed and their walls thinned, 

The ovaries usually follow the fundus uteri, but may be fixed 
anywhere by peritoneal adhesions. They are often enlarged and 
tender. . 

The bladder is not necessarily altered in position. The ureters 
are often compressed and bent, leading to their subsequent dila- 
tation. 

The rectum is diminished in calibre, by pressure of the retro- 
flexed fundus. 7Zkhe feritoneum is altered in its relations as fol- 
lows :—the surfaces of the broad ligament are reversed,—the utero- 
vesical pouch obliterated,—Douglas'’s cul-de-sac distended by the 
fundus, and the utero-sacral ligaments stretched by the altered 
position of the cervix. 

Causes.—This condition is seldom congenital, and is rare in 
nulliparee. The causes are often very obscure. It is frequent in 
multiparee and may be produced in the following manner :—Dur- 
ing the puerperal period the uterus is enlarged and heavy and its 
walls are soft; the ligaments are lax; the pelvic floor has been 
stretched, and has not regained its tone; the bladdér by its disten- 
tion often throws the uterus into a retroverted position, and intra- 
abdominal pressure acting on the anterior surface of the uterus 
will increase and perpetuate this position ; straining will gradually 
cause the uterus to undergo retroflexion if the uterine tissues are 
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soft enough to flex. This condition will also be favored by the 
dorsal position, and by wearing the abdominal bandage applied too 
tightly. Getting up too soon also favors retroflexion. 

Symptoms.—(A) Those which are more or less continuous. 

Weakness in the back—This is a very common symptom. 
Sometimes it amounts to actual pain. It is increased on exertion 
and at the menstrual period. 

Symptoms of chronic pelvic peritonitis are also common; such 
as a feeling of weight and discomfort in the pelvis, which may 
sometimes be accounted for by the stretching of old adhesions. 

Painful defecation and tenesmus, due to the pressure on the 
rectum by the fundus. 

(B) Periodical Symptoms. 

Leucorrhea from chronic inflammation of the mucous mem- 
brane is almost invariably present. As a result of the flexion 
there is a passive congestion of the uterine tissues with a hyper- 
secretion, at first only immediately after the menstrual period, but 
gradually, as the congestion runs into chronic inflammation, the 
discharge is found continuing during the whole intermenstrual 
period. 

Dysmenorrhea is sometimes found, but is not so common as in 
anteflexion. 

Menorrhagia is one of the prominent symptoms. It is in part 
due to the endometritis, and in part to the obstruction to the re- 
turn of venous blood. 

(C) Symptoms referable to the reproductive penn tier 

Sterility is frequent, and may be due to the altered position of 
the cervix; to the increased secretion of mucus; to the obstruc- 
tion of the oviducts or to the malposition of the ovaries and the 
adhesions with which they are bound down. 

Abortion, is also frequent and may be caused by the inability 
on the part of the uterus to resume its normal position, or by the 
pathological condition of the mucous membrane which prevents 
the firm attachment of the ovum, 

Diagnosis.—Ox making a vaginal examination, the cer- 
vix is found low down, and the os looks directly downward. The 
uterine body which is felt, firm and round, through the posterior 
vaginal vault, is continuous with the cervix, but separated from it 
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by a groove, more or less distinct, according to the degree of 
flexion. When the forefinger is placed on the cervix, and the 
middle finger on the body felt through the posterior vault, any 
movement imparted to the former will be communicated to the 
latter. 

On making a bimanual examination the finger in front of 
the cervix almost meets the fingers of the external hand—there is 
no uterine fundus between them. Press one finger against the 
body, or better, place one finger on the cervix and one on the 
body, and lift up the cervix; pressing the other hand well down 
the cervix may be felt through the abdominal wall with the upper 
surface of the uterus curving backward from it. Press the fundus 
upward steadily, and see whether it is movable, whether the 
flexion is overcome, or whether it gives rise to pain. 

On rectal examination the finger passes over the uterine 
fundus; if it is difficult to reach it, draw down the cervix with the 
volsellum-forceps. Rectal examination is invaluable when, from 
rigidity of the abdominal walls, it is impossible to make a satis- 
factory vagino-abdominal examination. 

When the sound is properly curved to suit the flexion, it passes 
in readily with the concavity of the curve directed backward. It 
shows the size of the uterus, shows whether or not the uterus can 
be replaced, although for this purpose bimanual manipulations are 
safer and better, and is very useful in differential diagnosis. 

Differential Diagnosis.—/vom fecal matter in the rectum. 
There is no difficulty, if a careful examination is made, but a 
positive opinion regarding the condition of the pelvic organs 
should never be given when the rectum is loaded with feces. 

from pelvic deposits in Douglas's cul-de-sac ( peritonitis, hema- 
tocele, carcinoma). In these cases the uterine body and fundus 
are found elsewhere by a careful bimanual examination, or by the 
sound. Jf znflammation is present, and the sound contra-indi- 
cated, bimanual examination may be difficult, and if a rectal 
examination does not settle the diagnosis, it may have to be 
deferred. 

From a cellulitic deposit behind the cervix. This Condition is 
rarely mistaken for retroflexion. Enough has been said to indi- 
cate the method of arriving at a diagnosis. 
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from retro-uterine fibroid. The uterine body and fundus in 
these cases will be found elsewhere by bimanual examination and 
the sound, or by both combined. If inflammation is present, the 
diagnosis may be very difficult. 

From a prolapsed and enlarged ovary or from a small ovarian 
tumor. Here bimanual examination and the sound, and drawing 
down the cervix with the volsellum-forceps, will discover the 
uterine body situated elsewhere, and will show the relation which 
it bears to the tumor. Ovarian tumors are softer and more elastic 
than the uterus. 

Treatment.—Complications are to be removed by the means 
spoken of when treating retroversion, and the uterus should be 
dilated as an anteflexion and the flexion corrected by a repositor 
or adjuster. When the flexion is overcome, a suitable pessary, 
such as is used in retroversion, should be employed to keep it in 
place. These cases will often prove tedious, but perseverance 
will usually give relief, if it does not entirely cure the patient. 


EROLAPSE OF THE UTERUS. 


It is usual to divide uterine prolapse into three stages. Jn the 
Jirst stage the uterus descends until the cervix rests upon the pelvic 
floor; zz the second the descent has continued until the cervix 
appears at the orifice of the vagina; while zm the third stage the 
uterus is partly or entirely outside the body. As the uterus descends 
in the axis of the pelvis, the direction of its axis must change to 
correspond to that of the canal through which it is passing, so that 
the entire organ becomes retroverted as it descends, until in the 
third stage its axis is almost at right angles to that of its original 
position. 

Cause.—A disproportion between the weight of the uterus and 
the strength of its supports: thus an enlarged and heavy uterus, 
due to an arrest of involution after childbirth, or an atrophy of the 
vagina and uterine ligaments, as sometimes occurs in old women 
who are badly nourished, may allow prolapse to occur, If the 
perinzeum is ruptured, the support below being destroyed, prolapse 
is apt to follow. 

If the vagina remains hypertrophied—does not undergo the 
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normal involution after labor—it may itself prolapse and draw 
down the bladder, rectum and uterus with it. Heavy lifting also 
aids in the production of this trouble. 

Symptoms.—As the uterus descends it drags down the blad- 
der and the rectum, causing a constant desire to evacuate these 
organs, with tenesmus. These symptoms are greatly relieved by 
the recumbent position, as is also the sense of weight in the pelvis 
and the pain in the back. The deranged circulation consequent 
upon the altered position of the viscera, leads to mal-nutrition, to 
chronic congestion and hyperplasia of the parts, and if the prolapse 
is complete, the friction and irritation caused by the protrusion of 
the uterus outside of the woman’s body leads to excoriation and 
even to ulceration, 

Diagnosis.—/usfection shows a large mass protruding from 
the vulva, if the prolapse be complete, in the centre of which is the 
os uteri. The cervix is seen to be enlarged and the endometrium 
everted. The os may be eroded or ulcerated. The bladder and 
rectum also protrude. 

Vaginal Examination will show the uterus lower down than 
normal, and the vagina apparently shortened. The uterus is easy 
to replace. 

Rectal Examination shows the absence of the uterus above 

(especially when vecto-abdominal examination is made), and the 
finger can readily palpate the displaced fundus, 

The sound passes readily into the os, and shows that the uterine 
cavity is not materially elongated (thus differentiating prolapse 
from hypertrophy of the cervix). 

Treatment.—The uterus must be replaced and kept in position 
by a suitable pessary, or by packing the vagina with antiseptic 
cotton, and any complications which are present should be removed 
by the usual treatment. The enlargement and ulceration of the 
uterus, which is so often seen in complete procidentia, will usually 
disappear rapidly when the uterus has been kept in its proper 
position for a week or ten days. Astringent tampons, with rest in 
a horizontal position, will often permanently relieve slight cases of 
prolapse, when not of too long standing, and when associated with 
or due to relaxation of the vaginal tissues. In prolapse occurring 
in old women, where an operation is contraindicated, it is best to 
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teach her or one of her friends how to pack the vagina, so as to 
retain the uterus in its proper position. 

Various operative procedures have been recommended to relieve 
prolapsus uteri, the principal of which is to restore the perineum 
(which is sometimes sufficient of itself to effect a cure), and to lessen 
the calibre of the vagina. 

For the latter purpose, anterior or posterior colporrhaphy or a 
combination of both have been performed. 

Alexander's operation (consisting in replacing the uterus with a 
sound, and cutting down upon and suturing the round ligaments, 
having drawn them tense, to the pillar of the external ring), has 
been performed, sometimes with success, sometimes with danger, 
and frequently with entire failure. 


INVERSION. OF “THE UTERUS. 


In inversion the uterus is turned inside out, so as to form a poly- 
poidal projection into the vagina; its peritoneal surface being 
converted into a cup-shaped hollow, and its mucous membrane 
everted, and lying exposed on all sides, in the vagina. 

Mechanism.—(1) A portion of the muscular wall having lost 
its tone, becomes depressed toward the uterine cavity. In puer- 
peral conditions this is generally the placental seat. In cases of 
tumor the uterine wall is weakened either by fatty degeneration 
(Scanzoni), or by malignant infiltration (A. R. Simpson). (2) The 
depressed portion is carried further into the uterine cavity (until it 
reaches the os internum) by muscular contraction of the non-de- 
pressed portion aided by intra-abdominal pressure, or traction from 
below, as on the placenta or pedicle of the tumor. (3) The in- 
verted fundus dilates the cervical canal, by the continuation of the 
same process, and is born into the vagina. 

Varieties.—(1) Sight Inversion of the uterine wall, as at the 
base of a fibroid polyp, is sometimes seen. (2) Partzal [nversion, 
where the fundus has descended to the os internum, is found as a 
chronic condition. (3) Complete Inversion is most frequent. 

Relations of Parts in Complete Inversion.—(1) The Body 
of the Uterus. In simple uncomplicated cases inversion extends 
as far as the os internum, but no further The uterus is partly in 
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the vagina and partly in the cervical canal, its neck being con- 
stricted loosely (favoring hemorrhage) or tightly (favoring gangrene) 
by os externum. After involution it becomes small, round and 
firm, and may simulate a fibroid polypus, but is rounder, deeper 
red, and has a smooth, slippery surface, bleeding easily on being 
handled. The mucous membrane is usually congested. It may 
be ulcerated, or gangrenous. Its cubical epithelium may be re- 
placed by pavement cells. 

(2) The cervix uteri is rarely displaced, and usually forms a 
broad rim around the neck of the tumor. Sometimes the vagina 
becomes inverted, when the cervix will be more or less inverted 
also. 

(3) Oviducts and Ovaries. These, with some coils of the small 
intestines, at first lie in the inverted cup, but afterward they be- 
come retracted in long standing cases, and from muscular con- 
traction the rim of the cup becomes so small that the finger cannot 
be passed into it. (fe 

(4) The peritoneum. Peritoneal adhesions rarely form. 

(5) Zhe Bladder retains its normal position, unless complete 
prolapse occurs, when cystocele may be present. 

Types of Inversion.—In simple inversion the cervix and 
bladder retain their normal positions. In complicated inversion 
there is prolapse, the cervix is likewise inverted, and cystocele is 
present. 

Causes.—(1) Puerperal Inversion is much more rarely seen than 
formerly, especially since the placenta has been removed by com- 
pression (Credé’s method). 

(2) Inversion may follow intra-uterine tumors growing from the 
fundus. 

Symptoms.—(1) A? the time of occurrence there is a feeling of 
something giving way in the pelvis, pain, hemorrhage, and some- 
times collapse. 

(2) After the inversion has become chronic hemorrhages will take 
place, which are profuse at menstruation, but also occurs during 
the inter-menstrual period. The bearing down pain in the pelvis 
varies in degree. There is also anzemia and weakness from loss 
of blood. 

Diagnosis.—(1) Of recent inversion at childbirth. The hand 
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on the abdomen finds a cup-shape depression, instead of a rounded 
fundus. The cervix is drawn up so high as to lie above the pubis. 
If the placenta is not detached great care is required to distinguish 
it, and not increase the inversion. If the placenta is removed a 
large, soft body fills the vagina. 

(2) Of chronic inversion. (a) On Vaginal Examination, around, 
firm, or flattened and soft tumor, which bleeds easily, occupies the 
vagina, and hangs free on all sides except above. Around the 
upper extremity the cervix is felt, the lips and vaginal walls being 
distinctly recognized, or the cervix is thinned out in a ring, and 
the fornices are obliterated. If the cervical canal be obliterated by 
adhesions, the finger will not pass further up. If it be patulous 
the finger may be passed up from one and a half to two inches, 
and will feel that the cervical mucous membrane is reflected equally 
all around on the neck of the tumor. 

(6) Bimanual Examination, Lift up the tumor by two fingers in 
the vagina, one placed in front and one behind it, and with the 
other hand on the abdomen feel in the place of the fundus uteri a 
truncated body with a central depression. 

(c) Rectal Examination. The finger in the rectum feels a body 
in the vagina. If this body be drawn down with a noose of broad 
tape the finger feels the upper border of the tumor ending abruptly. 
No fundus will be felt between it and the tumor in the rectum. 

(d) The Sound may be used to probe around the sabi where 
there is no room for the fingers. 

Differential Diagnosis.—(1) /rom Uterine Polypus lying in 
the vagina, In this case the fundus is found elsewhere, and the 
sound passes along the side of the polypus for two anda half inches 
plus, and may feel its attachment. 

(2) rom Intra-uterine Polypus. A careful rectal examination, 
under chloroform or ether, will differentiate. this condition, and the 
sound shows the uterine cavity always enlarged in polypus. 

(3) From Intra-uterine Polypus with partial inversion. A care- 
ful rectal and bimanual examination may show a depression on 
the upper uterine surface; or, if an effort be made to remove it, 
there may be great pain on tightening the wire of the écraseur, 
which may lead to the suspicion that a portion of the uterine wall 
has been included in the noose. 
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(4) From Prolapsus Uteri. The presence of the os uteri, through 
which the sound can be introduced into the uterine canal, and a 
rectal examination, should make the diagnosis clear. 

Results.— Spontaneous re-inversion sometimes occurs, but is 
exceedingly rare. Occasionally ¢he inversion may exist without 
injurious results, the system becoming tolerant to it. In the 
majority of cases, when unrelieved, dea¢i occurs either from 
anzemia, from hemorrhage, from septiczemia or from peritonitis. 

Treatment.—In cases of recent inversion try to reduce as 
. speedily as possible, the sooner the better. Withdraw the pillows 
from the patient’s head, elevate the foot of the bed, and take other 
precautions, as in hemorrhage after labor. Grasp the inverted uterus 
with the hand to lessen its size, and by compression to check the 
hemorrhage. Having removed the placenta, if not previously de- 
tached, endeavor with the thumbs to dilate the cervix, at the same 
time compressing the tumor and pressing it upward, so that that 
part which came out last shall go in first. If this does not succeed 
endeavor to reduce it by pressure on one of the uterine cornua. 
If the patient does not die from hemorrhage within an hour, she 
will probably not die from this cause. Make repeated attempts 
within the first twenty-four hours, and if not successful it is better 
to wait until after sub-involution. These methods may be aided 
by the latero-abdominal or genu-pectoral position. 

In cases of chronic inversion, the vagina usually has to be dilated 
so that the hand may be introduced. When this has been accom- 
plished by means of the hand or of the inflated rubber bag, the 
same measures which are employed in recent inversion may be 
resorted to at the same time that the hand on the abdomen 
depresses the walls and endeavors to dilate the upper ring of the 
inversion. 

Repositors (as White’s egg-beater repositor) may be used either 
to aid the reduction, or in case the effort is to be temporarily 
abandoned, to prevent recurrence of the inversion, if it be par- 
tially reduced. In case all efforts fail hysterectomy may be 
performed. 
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DEVIATIONS FROM NORMAL UTERINE FUNCTIONS. 


AMENORRHEA. 

Definition.—Absent or scanty menstruation. 

Causes.—(1) When the menses are absent at puberty it may be 
due to atresia of the uterus, vagina or vulva. In these cases the girl 
is developed, but no flow appears, and if this continue for several 
months, especially if symptoms of menstruation are present and the 
uterus is enlarging, digital examination should be made to reveal 
the seat of the atresia. Bad hygienic conditions may retard pu- 
berty, and thus delay the appearance of the menstrual flow. 
Intense mental strain, as in the case of a school girl, may also be 
a causative agent. 

(2) When the menses have been once established they may be- 
come scanty or cease entirely, where there is general deterioration 
of the health, as in cases of tuberculosis, or convalescence follow- 
ing low fevers. 

(3) The menses may be scanty from insufficient development of 
the uterus (an infantile condition), or from determination of blood 
to other parts, or from anzemia and constipation. 

(4) Zhe menses may be acutely suppressed from mental shock, or 
may be purposely arrested, or may cease suddenly from taking 
cold. 

Symptoms.—Sometimes no inconvenience is experienced from 
amenorrhcea. Generally, particularly in acute suppression, there 
may be headache, fever, pain in the chest and pelvis, and fre- 
quently hemorrhage from some other organ. 

Treatment.—tThe treatment depends upon the cause. If there 
is atresia, operative interference is called for. If it be due to bad 
hygienic conditions, good diet, exercise in the open air, and em- 
menagogues may be resorted to. In case of over-study the girl 
should be taken from school, should have plenty of exercise, fresh 
air, good hygiene and good food. Where the health is deterio- 
rated, tonics should be given, and the cause should be treated. If 
the uterus is not properly developed it should be stimulated by 
faradism or by a galvanic stem pessary. Potassium permanga- 
nate or apiol are also of service. Where anzemia with constipation 
is present, iron and aloes are indicated. If the menses be acutely 
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suppressed, local depletion by leeches or scarification of the cervix, 
mustard foot-baths, and mustard plasters to the thighs and hypo- 
gastrium are the best means to resort to. Should the menstrual 
period be overdue the flow will rarely appear, except in the case 
of acute suppression, before the next period. 


XENOMENIA, 


Synonym.—Vicarious menstruation. 

Definition.—A periodical flow of blood from any organ other 
than the uterus, the menses usually being scanty or absent. 

Treatment.—Endeavor to re-establish the menses, but not to 
check the hemorrhage from the other organ. This hemorrhage 
will cease when the normal flow returns. Mustard foot-baths, 
mustard plasters to the thighs and hypogastrium, stimulating vagi- 
nal injections, cathartics, especially such as determine the flow of 
blood to the pelvic organs (aloes), faradism, and galvanic stem 
pessaries, are the best means of correcting this condition. 


DYSMENORRHGA. 


Definition.— Menstruation accompanied by more than the 
usual amount of pain. 

Varieties and Causes.—(1) Mechanical Dysmenorrhea ; 
due to some cause which mechanically obstructs the outflow of 
blood, as stenosis of the os uteri, or sharp flexions. 

(2) Congestive Dysmenorrhea occurs where there is excessive 
congestion of the uterus and ovaries from any cause. 

(3) Meuralgic Dysmenorrhea is seen in nervous or hysterical 
women, and is frequently accompanied by neuralgiz referable to 
other situations. 

(4) Membranous Dysmenorrhea is sometimes associated with 
endometritis. 

Symptoms.—Pain occurs, preceding, during or following the 
menstrual flow. J mechanical dysmenorrhea the pain occurs 
simultaneously with the appearance of the flow, and consists of 
a series of uterine cramps due to the effort of the uterus to expel 
blood clots from its interior. J congestive dysmenorrhea the 
pain precedes the flow, and is relieved when the latter becomes 
free. Jn neuralgic dysmenorrhea the pain is referred to the 
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hypogastrium, left ovarian and intercostal regions. It often occurs 
in the inter-menstrual period, but is always aggravated at the 
time of the sickness. /z membranous dysmenorrhea the pain 
lasts throughout the period, and until the expulsion from the uterus 
of the more or less complete membranous cast. This may be 
diagnosed from an abortion by the absence of the shaggy out- 
growths of the chorionic villi. 

Treatment.—/xz mechanical dysmenorrhea dilate the stenosis, 
correct the flexion, and prevent its recurrence. Jn congestive dys- 
menorrhea improve the circulation by massage, hot foot-baths, 
vaginal injections and ergot with bromide of potassium. Avoid 
constipation, and apply iodine to the endometrium. / neuralgic 
dysmenorrhea pay great attention to the state of the bowels; let 
the patient exercise in the open air, and give iron, quinine, and 
other tonics internally. lz the membranous variety, dilatation of 
the cervix just before the menstrual period, with the correction of 
any local or general disorder, will sometimes succeed in breaking 
up the attacks. J any variely where the pain requires it, potas- 
sium bromide and chloral may be given, with mustard plasters 
applied to the painful parts. If the pain does not yield to this 
treatment, opium and belladonna suppositories may be resorted to, 
but these should never be given when their use can be avoided, as 
the danger of a formation of the opium habit is very great in these 
cases. 


MENORRHAGIA, METRORRHAGIA. 


Definition.—Menorrhagia is an increased flow of blood and 
mucus, occurring at the menstrual period. JMetrorrhagia is a 
flow of blood from the genitalia in the inter-menstrual period. 

Causes.—(1) Constitutional causes. Hemorrhagic diathesis, 
scurvy, fevers, tuberculosis, super-lactation, etc. 

(2) Local causes, as tumors of the uterus, chronic inversion, 
lacerated cervix, chronic peritonitis, peivic haematocele and 
chronic ovaritis. 

Treatment.—Discover the cause, and treat it. If there is a 
want of uterine contractile power, ergot, hydrastis or cotton root 
bark, combined with rest in bed, and copious hot-water vaginal 
injections will usually prove efficacious. If these do not succeed, 
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tampon the upper portion of the vagina, or apply astringents to 
the endometrium, as tincture of iodine, with glycerin or Monsel’s 
solution diluted. 


ALTERATIONS IN UTERINE STRUCTURE. 
ACUTE ENDOMETRITIS. 


Causes.—This disease occurs in young girls after acute fevers, 
or it may be due to taking cold during menstruation, or to an ex- 
tension of inflammation from other parts, to chronic catarrh or 
laceration of the cervix, with inversion of the cervical mucous 
membrane. It is quite a rare disease. 

Symptoms.—Leucorrhea. The discharge is thick, tenacious 
and often profuse, sometimes resembling the white of an egg. 
Menorrhagia may be present. A sense of fulness or pain in the 
pelvis, and pains in the loins, is sometimes complained of. The 
acute stage soon subsides, and is followed by chronic endome- 
tritis. 

Treatment.—The treatment should be directed to the cause. 
If from syphilis, constitutional treatment will answer best. If from 
suppression of the menses, or when very acute from any cause, 
warm mucilaginous injections, salines and rest will give the best 
results. 

CHRONIC ENDOMETRITIS. 


This is a frequent disease. It may be divided into corporeal and 
cervical, according as the inflammation is limited, to the uterine 
body or neck. 

Causes.—It may follow the acute disease, or start as a chronic 
affection from specific or other constitutional cause. It may be 
due to lacerated cervix, violence during coitus, ill-fitting pes- 
saries, etc. 

Symptomis.—Leucorrheea more or less profuse, is the princi- 
pal symptom. 

Treatment.—tTry to find the cause, and remove it. Jf from 
lacerated cervix, reduce the size of the uterus by leeches, scarifica- 
tion, iodine, hot-water injections, glycerin tampons and the appli- 
cation of iodoform ointment. Jf the leucorrhea still persists, 
operate for laceration of the cervix. Jf there is eversion of the 
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cervical membrane scarify the mucous membrane, evacuate the 
contents of the cysts, and use the remedies already mentioned. 

If there is chronic catarrh of the cervix, but no eversion, relieve 
the congestion by local measures, and use astringent applications 
to the cervical mucous membrane of the intravaginal portion. 

If the body of the uterus ts involved the patient is usually sterile. 
In these cases dilate the uterus with tents or little pledgets of 
iodized or borated cotton, left in for twenty-four hours and replaced 
by others until the canal is sufficiently patulous. After dilatation 
wash the cavity with carbolic acid water (40 per cent.) and apply 
to the endometrium by means of cotton, on an applicator, solutions 
of corrosive sublimate, zinc sulphate, or Monsel’s solution and 
glycerin, repeating the application every three or four days. Cor- 
rect any displacement which may exist, build up the patient’s gen- 
eral health, and insist upon absence from sexual intercourse, and 
on rest during the menstrual period. 


ACUTE PARENCHYMATOUS METRITIS. 


This disease is not frequently met with. It is caused by excesses 
in coitus, especially if the uterus is displaced; by the use of ill- 
fitting pessaries, by miscarriage, etc. 

Symptoms.—It begins with chill, fever, quick pulse, leucor- 
rhoea and pain in the hypogastrium radiating down the limbs. It 
occasionally terminates in abscess. 

Treatment.—Rest in bed is absolutely necessary. Opiates 
should be given to relieve the pain. Hot vaginal injections may 
be used, with ice bags or counter-irritation by mustard plasters. 


CHRONIC PARENCHYMATOUS METRITIS. 


Synonyms.—Chronic Metritis. Diffuse proliferation of con- 
nective tissue (Klob). Areolar hyperplasia (Thomas). Sub- 
involution, 

Pathology.—/x the early stages the organ is enlarged, soft and 
hyperemic. In the first period of development the dominant lesion 
is the presence in great number of embryonic elements throughout 
the whole thickness of the muscular wall. These elements are 
met with especially around the blood-vessels, or in the form of 
islands of variable dimensions which are more or less separated 
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(de Sinéty). Zafer the uterus is indurated, hard, anemic, and 
white in color from compression of capillaries by cicatricial tissue. 
The uterine walls are increased in thickness; the uterine cavity is 
increased in size. Marked dilatation of lymph spaces takes place, 
and localized hyperplasia of the connective tissue around the blood- 
vessels. It differs from sclerosis in the fact that the formations of 
connective tissue are localized around the blood-vessels. 

Causes.—(1) Causes interfering with normal involution. In- 
volution consists essentially of fatty degeneration of the muscular 
fibres of the puerperal uterus and the removal of the products of 
this degeneration. In chronic metritis (sub-involution) the mus- 
cular fibres degenerate, but their place is taken by hyperplastic 
connective-tissue. This condition may be brought about by— 

Retention of foreign substances (as pieces of membrane, pla- 
centa, or blood-clot) acting as sources of irritation; /aceration of 
the cervix (acting in the same way). 

Pelvic inflammations after labor (through interference of the 
circulation). 

kising too soon after delivery (the weight of the heavy uterus 
leading to passive congestion, and thus to the formation of con- 
nective tissue). 

Non-lactation. (Nursing causes reflex contraction of the uterus, 
and hence diminishes the tendency to passive congestion; when 
not performed, this stimulus is absent). 

Repeated miscarriages (a very important cause. Women are not 
apt to take sufficient care of themselves after abortion, and of 
course do not nurse their children). 

(2) Causes producing repeated or protracted congestion. 

Uterine displacements, pressure on the uterus (from distended 
bladder, distended rectum, or tumors in or near the uterus); or 
any condition producing an increased flow of blood to the uterus 
(as endometritis, too free use of caustics, or excessive sexual 
activity) tends to develop this disease. 

Symptoms.—These most frequently date from a confinement, 
or from recurring abortions. They are weakness in the back, 
sometimes amounting to absolute pain; usually a sense of weight 
and bearing down in the pelvis, and a want of power in the limbs; 
leucorrhcea and menstrual irregularities, the flow being often 
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increased at first in frequency and quantity, afterward diminished 
and finally absent. 

Abortion may occur before the structure of the uterus becomes 

-permanently altered, because until then pregnancy is possible. 

Sterility is very common, due not only to the leucorrhcea, but 
also to ovaritis or to the pelvic peritonitis which is usually super- 
added. 

General constitutional derangements are seen, such as are com- 
monly found in all chronic uterine troubles. 

Diagnosis.—(1) Vaginal examination. The uterus is equally 
enlarged in all directions, and not altered in form. 

The cervix, if it be affected, is enlarged, swollen, tender, hard; is 
lower in the vagina than usual, and the os is patulous. 

Retroflexion is common. The uterus may, however, be ante- 
verted or retroverted. 

(2) Bimanual examination. This shows the uterine body to be 
enlarged, thickened, and with firm walls; either in its normal or 
in its verted or flexed position, and freely movable, or fixed by 
adhesions. 

(3) Zhe sound passes readily for more than two and a half inches 
and is felt to move freely in the large uterine cavity. 

Differential Diagnosis.—(1) /vrom early pregnancy. In 
these cases the rational signs; the purplish discoloration of the 
vagina; the change in shape of the uterus; the rounded fundus, 
less distinct in outline; and the softened cervix, should make the 
diagnosis easy. 

(2) From small fibroid tumors. In these cases the uterus is more 
globular than flat, and the enlargement is unequal and nodular. 

(3) From carcinoma of the cervix. The leucorrhcea differs in 
character and is not foul smelling; there is no cachexia; digital 
examination is not followed by profuse hemorrhages, nor does the 
tissue break down readily under the examining finger. 

Treatment.—(1) Look for and remove the following conditions, 
which tend to keep up the chronic congestion. Laceration of the 
cervix ; fungous degeneration of endometrium ; granular or cystic 
degeneration of cervix; uterine displacements, and vaginitis. 

(2) Everything possible should be done to prevent congestion, 
and to remove that already existing. Every attention should be 
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given to the restoration of the general system to the normal con- 
dition—especially should the blood and the nervous system be 
attended to. All weight should be removed from the large and 
heavy uterus. Nervous hypersthesia should be relieved by. 
every possible means. The patient should rest in a horizontal 
position for several hours every day about noon. Sexual inter- 
course should not be practiced, or but very seldom, and with great 
care. 

(3) The general treatment consists in change of scene (seashore, 
sea voyages, or mountains); plain, unstimulating, nutritious diet; © 
the administration of ergot in the early stages; and, generally, 
tonics with saline laxatives. 

(4) Local scarification of the cervix may be practiced, but is not 
as much employed as formerly. Vaginal injections should be used 
twice daily for fifteen or twenty minutes at a time, with as hot water 
as the woman can bear. They are best employed with a fountain 
syringe, and in the dorsal-recumbent position. Local alteratives, 
as iodine, should be applied thoroughly to the endometrium once 
a week, after which a glycerin tampon should be placed against 
the cervix, and allowed to remain there for twenty-four hours. 
Sometimes blistering the cervix by applications of cantharidal 
collodion does good. Galvanism has also been resorted to. _ 

After the inflammation which follows operations on the cervix 
has subsided, the uterus in chronic metritis tends to undergo a pro- 
cess of involution, hence Martin, of Berlin, has advised amputation 
of the posterior lip in these cases. 


HYPERTROPHIC, ELONGATION, OF THE CERVIX. 


This disease is not nearly so frequent as the preceding, and con- 
sists of a real hypertrophy of the muscular and fibrous tissues of 
the organ. 

Symptoms.—The symptoms are those which would naturally 
be expected from a uterus unnaturally enlarged and heavy. 

There is a sense of weight in the pelvis, and a feeling as of some- 
thing pressing on the perineum; sacralgia, leucorrhcea, sympa- 
thetic disturbances such as are common in uterine affections 
generally when of any duration, and sometimes menorrhagia, are 
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also very commonly complained of. The patient is generally 
sterile. 

Diagnosis.—The cervix is found on vaginal examination to be 
more or less enlarged, either as a whole, or as to one or the other of 
its lips. When one lip only is enlarged, it may closely simulate a 
uterine fibroid polyp, while, when the entire cervix is affected, the 
disease closely simulates Arolapse of the uterus, from which it may 
be diagnosed by finding the fundus in its normal situation on making 
a bimanual examination ; by finding that it is impossible to reduce 
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AMPUTATION OF THE CERVIX— 
AFTER Sims. (Sy/ord.) Sutures Trev. (Sy/ford.) 


the uterus, as could be readily done if it were simply prolapsed; 
by finding the vaginal insertion higher up than normal on the 
uterine neck, and by passing a sound which shows the uterine 
cavity to be increased in size. 

Treatment.—The only effectual treatment for this condition is 
amputation, and this is justifiable when the patient suffers much 
inconvenience from the affection, as may be the case when the 
cervix is immensely hypertrophied, or when she is anxious to have 
children. 
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The cervix may be removed by the galvano-cautery, or by the 
knife, which is the method usually preferred. Several operations 
for the removal of the hypertrophied cervix have been invented, 
all consisting in division of the os almost to the vaginal insertion, 
thus making two flaps. 

In Sims’ amputation, the cervix is then cut through horizontally, 
almost on a level with the upper limits of the flaps, and sutures 
introduced in such a manner that the vaginal mucous membrane 
is united to the raw surface, an opening being left in the centre for 
the new os uteri. 

ffegar amputates in the same way, but unites the mucous mem- 
brane of the outer portion of the stump with that of the cervical 
canal in the centre, and with the corresponding mucous membrane 
of the sides. 

Schroeder forms anterior and posterior flaps precisely as in the 
foregoing operations, but he then removes a wedge-shaped portiog 
of tissue from either flap, and brings the mucous membrane 
together in the same manner as is done in Hegar’s amputation. 
This operation seems to give as good, if not better results than 
the others. 

The after-treatment is that usual in all operations of any mag- 
nitude on the female genitalia. 


UTERINE NEOPLASMS. 
FIBROID TUMORS OF THE UTERUS. 


These are the most frequent neoplasms of the female generative 
organs. They are said to be present in forty per cent. of women 
after thirty-five years of age, and are often seen at thirty. They 
are more common in the colored race. 

Varieties.—A fibroid tumor may be zzéerstitial, when it is 
developed in the coats of the uterus growing equally toward its 
peritoneal and mucous surfaces. It may be swb-mucous if it grow 
toward the cavity of the womb, or sub-feritoneal (sub-serous) if it 
grow toward the peritoneal cavity. As a rule, these tumors all 
begin as interstitial, and grow toward the cavity of the uterus, 
becoming polypoidal or not, as the case may be, or toward the 
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cavity of the peritoneum. If the latter, and it be polypoidal, it may 
have a long or short pedicle, and form attachments to neighboring 
viscera. The pedicle may atrophy, and the tumor remain free in 
the abdominal cavity ; or the free tumor may form attachments and 
thus become transplanted to some neighboring organ. 

Changes Occurring in the Tumor.—The tumor may atro- 
phy spontaneously or as the result of ergot or electrolysis. It may 
undergo cystic degeneration either by a myxomatous degeneration 
affecting the interlobular spaces, or by an expansion of the lymph 
vessels. The fluid of fibroid cysts never contains cholesterin, 
which is found in the ovarian fluid. It may undergo softening 
and sloughing, usually beginning at the mucous surface and 
spreading centrifugally, the tumor being thrown off as a solid 
mass, or gradual suppuration, and gangrene may occur. Fibroids 
may also become calcified. 

Symptoms.—Fibroid tumors may exist without any symptoms 
whatever, provided they grow slowly, do not attain a large size, 
and remain interstitial, or become sub-serous, and provided the 
woman does not bear children. They usually atrophy after the 
menopause. 

When symptoms are present they will be due either to the pres- 
sure of large tumors upon adjacent viscera, blood vessels or nerves, 
or to menorrhagia and metrorrhagia, which are more frequently 
seen in the sub-mucous variety and least frequently in the sub- 
serous. 

Dangers.—Death may occur from hemorrhage, from pressure 
interfering with function, from embolism, from septic infection, 
from peritonitis, or from ulceration and gangrene. 

Diagnosis.—2imanual examination will show the uterus en- 
larged, the cervix unusually hard, and the outline of the body 
irregular. The latter will be most marked in sub-serous cases. 

The examining finger may find a mass dilating the cervix or 
projecting into the vagina, in cases of sub-mucous polypi. 

The sound enters the uterine cavity, which is much enlarged 
and often tortuous in interstitial or sub-mucous fibroids, and may 
feel irregularities of the uterine wall. For this purpose a hard- 
rubber flexible sound should be used, or the very flexible silver 
probe, the former being the better. In cases of doubt it may be 
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necessary to dilate the cervix and examine the endometrium with 
the finger. 

Treatment.—// the pressure in the pelvis is very great, an 
effort should be made to lift the mass out of that cavity by pressing 
it up with the finger while the woman is in the Sims position, and 
to maintain it there by a suitable pessary or abdominal support. 

Lf it roll round in the abdomen and produce discomfort, an ab- 
dominal bandage should be worn. Should there be excessive hem- 
orrhage it may be checked by ergot injected into the hypogas- 
trium daily, or by the internal administration of cotton-root bark, 
by hot water injections or the use of the tampon. Churchhill’s 
tincture of iodine or carbolic acid and iodine may be applied to 
the bleeding surface directly. Should a polypus project into the 
uterine canal, the cervix may be dilated and the tumor removed 
by the écraseur. An effort may be made to.reduce the size of the 
tumor by the daily administration of ergot hypodermically or in- 
ternally, by chloride of ammonium administered for a long time, 
or by electrolysis. Should all these measures fail and the pressure 
symptoms be severe, or the life of the patient be threatened by the 
hemorrhage, particularly if the menopause be distant, removal of 
the ovaries may be practiced. Sub-serous fibroids, even when 
pediculated, should not be removed unless hysterectomy is simul- 
taneously performed, the mortality being greater after the former 
than after the latter operation. 


SUPRA-VAGINAL HYSTERECTOMY. 


Amputation of the body of the uterus or supra-vaginal hyste- 
rectomy is sometimes performed for the removal of large fibroid 
tumors which have resisted other treatment, and which by their 
pressure endanger the patient’s life. 

As it is an operation attended with some danger it should not be 

*performed in cases of hemorrhage from the uterus unless other 
means of checking the hemorrhage have failed, as hemorrhage 
is usually due to sub-mucous fibroids, frequently to polypi, and 
sometimes to interstitial fibroids which are becoming sub-mucous. 
Hence dilatation of the cervix and removal of the tumor will usu- 
ally check this symptom, without subjecting the patient to the risk 
attending a hysterectomy. 
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The same instruments, assistants and positions are necessary as 
in performing ovariotomy, (g. v.) with the exception that a large 
clamp for the uterine pedicle replaces the trocar of the latter oper- 
ation. 

The treatment before the operation is the same as that preceding 
ovariotomy ; the abdomen is opened in the same manner as in that 
operation, great care being taken not to wound the bladder. After 
the hemorrhage is checked and the peritoneal cavity opened the 
relations of the tumor with the pelvic organs, its attachments, ad- 
hesions, etc. must be carefully investigated in order to determine 
the probability of its removal without too great risk. 

If the tumor is large the incision may be extended upward, 
cutting the abdominal tissues with scissors until the upper border 
of the fibroid is reached, in order better to investigate adhesions 
and to aid in extraction. 

Large vascular adhesions are apt to be found between the tumor 
and the omentum, containing veins, usually much dilated, and 
sometimes the omentum will have to be tied in several places 
_ before the adhesions can be divided without danger of hemor- 
rhage. 

Intestinal adhesions require very careful management also, great 
care being necessary to prevent wounding the gut. 

After the adhesions are divided the tumor is drawn out of the 
wound, care being taken that any small fibroids with slim pedicles 
which may be attached to its surfaces are not separated and left 
behind. A large flat sponge is now placed over the viscera to re- 
tain them in position and the relations of the uterus to its append- 
ages and other pelvic structures carefully studied. Thin-walled 
cystic bodies are often found in the broad ligaments near the tube. 
They contain a thin, transparent, yellowish fluid. The relation of 
the pelvic organs are often completely altered, and great care and 
much study may be required in order to determine them exactly. 

The clamp is now applied to the pedicle, and for this purpose 
Koeberlé’s clamp is perhaps the best. If small, dense fibromata 


are found in the uterine wall at the level of the proposed pedicle it ° 


is often necessary to enucleate them, securing any bleeding vessels 
by the pressure forceps and applying the wire loop and pins to the 
portion of the capsule left behind. The uterine appendages should 


J 
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be included in the clamp; care must be taken that the bladder is 
not injured. The wire loop of Koeberlé’s serre-nceud must be 
very carefully applied around the proposed pedicle so as not to in- 
clude surrounding parts ; it is better, when possible, to include the 
tubes, ovaries and the greater part of the broad ligament in the 


wire loop. 
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KOEBERLE’S SERRE-Na@up. (Doran.) 


If they cannot be thus included they had better be removed, as 
in the operation for ovariotomy. While the wire loop is being 
applied the assistant should draw the tumor well up. The free end 
of the wire is carried around the pedicle, passed under the bridge 
on the serre-nceud and twisted round the button. The wire is then 
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Pepicite-Pins For Hysterectomy. (Dovran.) 


‘ tightened by means of the key. Pins should now be passed through 
the pedicle on its distal side. The points should be protected by a 
guard. The tumor is then cut away, and the wire of the serre- 
neeud tightened. The blood is washed away and the toilet of the 
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peritoneum performed (vide Ovariotomy). The stump should now 
be trimmed down and the edges stitched across from one side to 
another. It is then drawn through the lower angle of the abdom- 
inal wound, which is closed in the usual manner by sutures, the 
lower sutures being closer together than the upper ones on account 
of the traction exerted upon them by the stump. The wound is 
dressed as after ovariotomy. The stump should be carefully 
watched, and the clamp tightened in case any bleeding should 
occur. The distal part of the stump separates in two or three 
weeks ; the pins are allowed to remain for a few days after the wire 
is removed. When cicatrization is well advanced the stump is 
allowed to slip back into the peritoneal cavity. The after treat- 
ment is the same as that for ovariotomy. 

Schroeder, prefers the so-called zztra-peritoneal method of treat- 
ing the stump; in this method a rubber ligature is cast about the 
uterus and appendages below the tumor, and the latter is cut off in 
a wedged-shape manner, the wedge being on the portion removed. 

The stump is trimmed, disinfected, sewed up with three rows of 
stitches, catgut being used for the uterine mucous membrane and 
for the peritoneal surface, while silk is employed for the sutures of 
the raw uterine tissues where the strain is the greatest, and finally 
dropped back into the abdominal cavity. 

The abdominal wound is treated in the usual way. 

The extra-feritoneal method has so far been followed by the 
lower rate of mortality. 


MALIGNANT DISEASE OF THE UTERUS, 


(1) CARCINOMA. 

Cancer of the uterus almost invariably attacks the cervix. It 
is most common between forty and fifty, next between fifty and 
sixty, and next between thirty and forty years of age, but is rare at 
other periods of life. It is most frequently seen in multipare, and ~ 
among the poorer classes; especially does it attack the white race. 

Varieties.—Epithelioma, scirrhus, and encephaloid are all 
found, the first being the most frequent. 

Symptoms.—Aemorrhage occurs, early from increased vas- 
cularity of the tissues, and later from ulceration, as the diseased 
tissue breaks down. 
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The watery leucorrhea, which consists of gushes of water, inter- 
mittent in character, leaving a yellow stain on the linen; is thin, 
glairy, usually with little consistence. 

Pain is not common as an early symptom, but occurs later 
when the body of the uterus or the vaginal walls are attacked by 
the disease. 

Offensive discharges, with the characteristic cancerous odor, re- 
sembling decayed flesh. These discharges do not occur before 
ulceration takes place. 

Duration.—The average duration is eighteen months. It is 
usually longer in the scirrhous than in the encephaloid or epithe- 
lial forms. 

Prognosis.—Death usually occurs from exhaustion, from 
hemorrhage, from septiczemia, or from urzemia. 

Diagnosis.—A hemorrhage occurring after the menopause 
should lead to the suspicion of cancer. The history of the dis- 
charges, the characteristic odor, and the cachexia, will confirm the 
diagnosis, independent of a vaginal examination. 

On digital exploration if an epithelioma be present, the finger 
will come in contact with a soft mass feeling like a cauliflower, 
which breaks down readily under the finger, bleeds profusely, is 
vividly red in color, and is usually attached to the anterior lip of 
the cervix. 

After ulceration has taken place the finger feels a crater-shaped 
excavation in the cervix, with distinctly indurated margins, the 
ulcerated tissue breaking down readily under the touch and 
bleeding profusely. 

In the early stages of scirrhus the cervix will be hard, almost 
cartilaginous in feeling, and somewhat enlarged, the os usually 
patulous, and bleeding readily at the touch. 

In encephaloid cancer the cervix will be two or three times the 
normal size, the enlargement usually extending above the vaginal 
insertion, and feeling puffy, moderately hard, and nodular. 

When ulceration has occurred the condition is similar in the 
three varieties. The cancer grows rapidly, involves the lymph- 
atics, and connective tissue of the pelvis, and the uterus soon be- 
comes immovably fixed in its position. 

Careful rectal and recto-abdominal examination should always 
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be made to ascertain if there be lymphatic involvement, and to 
what extent adhesions may exist. 

Treatment.—As the only radical treatment for cancer is 
entire extirpation of the diseased structure, if the examination 
has shown that the uterus alone is affected, and that the con- 
nective tissues and lymphatic structures are free from disease, 
the operation for removal of the entire uterus may be performed. 
As the mortality after this operation is exceedingly high, it should 
only be resorted to when the disease is limited to the uterus, 
as otherwise there can be no hope of curing the patient by this 
means. 

Should this measure not be employed early, excision of the 
entire diseased, and some of the healthy structure, either by the 
écraseur, scissors, knife, or thermo- or galvano-cautery, followed 
by scraping the raw surface thoroughly with the curette or Simon’s 
spoon, and cauterizing the scraped surface with the actual cautery, 
or with caustics, gives the next most favorable results. For this 
purpose a caustic consisting of a solution of bromide one part, 
iodine two parts, carbolic acid three parts, and alcohol four parts, 
or a paste of chloride of zinc, may be employed. 

If the vagina ts infected or if the uterus is immovable, no hope 
of cure can be obtained, but it is generally considered better to 
remove as much diseased tissue as possible, as in this way the 
excessive hemorrhage is checked. Some, however, regard this as 
bad practice, believing that the more the cancer is interfered with, 
the more likely it is to spread to adjacent parts. 

To correct the offensive odor antiseptic injections, as perman- 
ganate of potassium, carbolic acid solutions, or thymol may be 
used, or iodoform suppositories may be inserted into the vagina. 

For hemorrhage, removal of the diseased structure is the most 
efficacious remedy. Ergot or gossypium may be given internally, 
and alum or other astringent tampons may be used. 

Constitutional treatment should never be neglected. Iron, ar- 
senic and other tonics, plenty of fresh air, rich nourishing food, 
and good hygienic surroundings, materially aid in prolonging the 
life of the patient. 

For the excessive pain, which usually comes sooner or later, 
opium or other anodynes are necessary. 
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WHEN CANCER OF THE BoDy OF THE UTERUS is present the 
diagnosis is made by the hemorrhage, offensive discharge, pain, 
cachexia, and history of the case. Should any doubt exist, the 
cervix may be dilated, the uterus curetted, and the scrapings 
examined under the microscope. 

The Treatment is essentially the same as that already de- 
cribed, but as pain is an earlier symptom, anodynes will have to 
be employed sooner in the case. 


(2) SARCOMA. 

This is comparatively a rare disease of the uterus, and nearly 
always attacks the body, not the cervix. It usually occurs in 
women under thirty years of age, more frequently in the sterile 
than those who have borne children, may be diffused under the 
mucous surface, existing in nodular masses, or form polypoid Her 
jections into the uterine cavity. 

It may occur as primary disease, or as a secondary degeneration 
of fibroid or other connective tissue tumors. 

The Symptoms are similar to those of cancer, but there is 
more pain, and the discharge is less offensive than in the latter 
disease. 

The Prognosis is better, both as regards cure and duration of 
life (average three years), than in cancer. 

The Diagnosis is made from the history of the case, the age 
of the patient, the fact that the cancer of the body of the uterus is 
rare, and by microscopical examination of the scrapings, which will 
reveal the characteristic round or spindle-celled sarcoma. 

The Treatment is identical with that of cancer. 


EXCISION OF THE: ENTIRE, UTERUS. 


This operation may be performed for the radical cure of car- 
cinoma or of sarcoma of the uterus, if the other pelvic organs are 
not involved—in other words when the disease is recognized in 
its earlier stages—provided the patient and her family desire it 
and thoroughly appreciate the gravity of the operation. It is the 
only chance which the patient has of a cure, and although the 
operation is in itself a dangerous one, yet it is the duty of the 
physician to lay the case plainly before the parties most interested, 
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and allow them to decide, provided, in a case of cancer, a careful 
examination has shown that the connective tissue and glands of 
the pelvis are not involved in the cancerous process. 


(A) REMOVAL OF THE UTERUS THROUGH AN ABDOMINAL IN- 
CISION. 


This operation was first invented and performed by Freund, 
formerly of Breslau. Prior to the operation it is desirable that the 
patient’s health should be in as good condition as possible ; she 
should therefore have appropriate treatment directed to her condition, 
for a few days at least, remembering, however, that time is a very 
important element in the case, and that should the connective 
tissue or lymphatics or the pelvis once become involved in the 
disease, all hope of success must be abandoned. The usual anti- 
septic precautions must be taken, the bladder must be emptied by 
a catheter, which had better be allowed to remain in situ, as a 
guide to the operator. 

An incision is made in the median line of the abdomen in the 
same manner as in the operation of ovariotomy (g. v.), only it 
extends further downward, reaching almost to the symphysis pubis. 
If the abdominal walls are very tense it may be necessary also to 
partially divide the recti on each at their insertion into the pubis, 
The peritoneal cavity is opened in the usual manner after all 
hemorrhage has been checked, and the intestines drawn up out of 
the pelvis, and if there is not room for them above, they may be 
brought out of the abdomen and protected by cloths soaked in 
warm water rendered aseptic by boiling. This must not be done 
if it is possible to avoid it, as handling the intestine increases the 
liability to shock after the patient reacts from the anesthetic. The 
uterus is now grasped firmly with a stout pair of forceps and drawn 
out of the pelvis. 

The following description of the application of the ligatures, and 
figures, have been taken from Hart and Barbour’s ‘‘ Manual of 
Gynezecology.”’ 

“ The broad ligament is ligatured on both sides in three portions, 
as follows: The uterus being drawn over to the opposite side to 
make the ligament tense, a needle, armed with a double silk 
suture (Fig. 39, 1), is passed from behind through the ovarian liga- 
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ment; the end, 2, of this thread is carried through the broad liga- 
ment just below its free margin; thus loop I is formed, which, 
when tied in front, controls the ovarian artery. The lower end, 3, 
is passed through the round ligament, and thus loop II is formed, 
which, when tied, controls the ampiniform plexus. 

“The same is done on the opposite side ; the threads are not yet 
cut away, but drawn upward by assistants. 

“The ligature III dips into the fornix vaginz soas to control the 


Fic. 39- Fic. 40. 


Diagram of a vertical section Uterus seen from the front. The ligatures shown 


through base of right broad liga- only on right side to correspond with previous 
ment, to show the position of the figure; they are drawn, but not tightened. The 
ligatures in Freund’s extirpation dotted line is the line of amputation, For letters 
of the uterus. The posterior as- see Fig. 39 and text. 


pect of the broad ligament is to 
the right. FT., oviduct; OL., 
ovarian ligament; RL., round 
ligament. The end, m, of liga- 
ture III, has not yet been 
carried through the round liga- 
ment. For other letters see 
text. 


uterine arteries. It is passed from the vagina on a curved needle 
sheathed in a trocar. Guided by the hand in the vagina, the 
needle is made to pierce the lateral fornix (at a); a piece of cork 
placed against the point facilitates penetration. The free end vf 
of this double thread is laid hold of, and while the needle is with- 
drawn and running on the thread, carries it through the lateral 
fornix (at 4). The thread is then cut at 7, beyond the eye of the 


DISEASES OF THE UTERUS. 145 


needle, so that the needle, still threaded, can be used to place a 
similar ligature in the lateral fornix of the opposite side. The end 
m, is carried through the round ligament at the same point as 3, so 
as to form the ligature III, which controls the wéerine artery. It is 
important that it should include but a small portion of the vaginal 
roof, so as to compress the artery more securely.” 

The next step is to loosen the uterus from its attachments. This 
is done by dividing the vesico-uterine pouch with a scalpel (the 
catheter in the bladder being used as a guide to the locality of that 
viscus), the divided edge of the peritoneum over the bladder being 
sutured to the underlying tissues with fine silk. The peritoneum of 
the recto-uterine pouch is divided and attached to the underlying 
tissues in the same manner. The fingers are now used to separate 
the uterus from its anterior and posterior visceral attachments, and 
finally the vaginal mucous membrane having been divided in front 
and behind the cervix by a knife in the vagina, the broad ligaments 
are cut through with scissors between the uterus and the sutures, 
and the uterus is removed. The ends of the ligatures are brought 
out at the vaginal wound, a T-shaped drainage tube is inserted, all 
bleeding points are secured, and the abdominal wound is treated 
as in ovariotomy. 

The mortality after this operation is very great, but not as great 
as that of cancer of the uterus. The removal of the entire uterus 
through the vagina, however, seems to be a safer operation, and 
should therefore be selected in suitable cases in preference to the 
one just described. 


(B) REMOVAL OF THE UTERUS THROUGH THE VAGINA. 


This operation has the great advantage of being much more rap- 
idly performed, hence the patient is not kept under ether for such 
a length of time as in the preceding operation. 

The patient is placed in the semi-prone position and Sims’ 
speculum inserted into the vagina, or in the gluteo-dorsal position, 
and Simon’s speculum and retractors used to separate the vaginal 
walls and expose the parts to view. 

The cervix is grasped by a strong pair of volsella-forceps and 
drawn firmly downward to the vulval orifice, the mucous mem- 
brane of the vaginal fornices is divided, and the uterus freed as far 
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as possible from its attachments, without as yet dividing the peri- 
toneum. 

The recto-uterine pouch is now opened, and the uterus remains 
attached to the adjacent parts only by the broad ligaments and 
the utero-vesical fold of the peritoneum. In opening Douglas’s 
cul-de-sac care must be taken not to cut too much laterally, or the 
broad ligaments may be wounded. 

Two fingers of the left hand are now slipped into the recto- 
uterine pouch and over the fundus of the uterus, until the tips of 
these fingers press against the point where the peritoneum is re- 
flected from the uterus over the bladder. 

This portion of the peritoneum must then be divided with a 
scalpel or scissors cutting close against the uterus, and being 
guided by the fingers above, and by a catheter in the bladder in 
front. 

The uterus is now only attached by the broad ligaments, which 
must be ligated before they are divided. In order to accomplish 
this, the uterus must be retroflexed so that its fundus is brought 
down through the wound in the posterior vaginal fornix. It is 
then seized with the vosella-forceps. . 

The broad ligament is transfixed by a needle armed with a 
double ligature, thus tying it in two portions in such a way as to 
occlude the vessels (vzde Fig. 7, p. 22), and afterwards another 
ligature is cast around the entire broad ligament asa whole. If 
the ovaries and tubes are left, the application of the ligatures is 
usually not difficult, nor do they generally tend to slip, but when 
these parts are to be removed also, there may be great difficulty 
in adjusting them properly, and they do not always retain their 
place. At the same time it is desirable that at least as much of 
the tube as can be removed shall come away, for it is an integral 
part of the cancerous uterus. When the broad ligament of one 
side has been ligated, the uterus should be drawn toward that side, 
and the ligament of the opposite side similarly treated. 

The uterus is then removed by dividing, with a knife or scissors, 
the structures of the broad ligament, between the ligatures and the 
uterus. The pedicles are brought out through the vaginal roof, and 
examined thoroughly to ascertain whether there is any oozing from 
them, and if so they must be secured before proceeding further. 
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It is not always easy or even possible to suture the vaginal 
wound. In these cases the vaginal flaps may be left free, trusting 
to the subsequent packing to prevent prolapse of the viscera until 
union takes place. It is always better, however, to employ sutures 
when it can be done. For this purpose the pedicles are brought 
out at the vaginal wound, and retained in place by a suture, which 
passes through the edge of the wound in the anterior fornix, through 
the pedicle above the ligatures, and through the wound in the 
posterior vaginal vault, thus closing the wound and fixing the 
stumps. 

A drainage tube (either a long Keith’s tube, or a Duncan's T- 
shaped tube) is inserted about half an inch beyond the vaginal 
wound and between the pedicles, and the vagina packed with 
iodoform wool. Any rise in the temperature, or any fetor about 
the discharge, necessitates a thorough washing out of the peri- 
toneal cavity with boiled water or a mild antiseptic solution. 

The iodoform wool must be frequently changed and often ex- 
amined to note the character of the discharge. The after treatment 
is similar to that of any case in which a major operation has been 
performed on the female genitalia. 

The vaginal stitches may be removed in about two weeks. 

It is needless to say that this, as all other operations, must be 
conducted with due regard to thorough antisepsis. 


LACERATION OF THE CERVIX UTERI FROM 
PARTURITION. 


Lacerations of the cervix are commonly seen as the result of a 
first labor, and vary much in extent, depth and form. The circu- 
lar fibres of the cervix being well developed around the os exter- 
num offer an impediment to the descent of the child's head, which 
is overcome partly by the downward pressure of the head and 
partly by the outward pressure of the bag of waters protruding 
through the orifice which they guard. As the labor proceeds these 
fibres yield more and more until finally the os externum is suffici- 
ently dilated to allow the passage of the head of the child. In 
the earlier stages of dilatation these circular fibres contract syn- 
chronously with each contraction of the uterine body; but this 
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primary contraction gradually disappears as the parturition pro- 
gresses. 

Sometimes the resistance offered by these fibres is so great and 
the force exerted upon them by downward passage of the products 
of conception is so intense that a rupture occurs of greater or less 
extent and the child passes into the vagina partly through the os, 
partly through the tear which it has made. 

Occasionally the laceration involves the circular artery of the 
cervix, and hemorrhage more or less profuse may occur. 

Should much bleeding take place after labor, the uterus being 
contracted and the blood not coming from any rent in the vaginal 
walls or pelvic floor, a laceration should always be suspected, and 
if of great extent or if accompanied by much bleeding, ligation of 
the vessel, or preferably a primary operation, the sutures being so 
applied as to compress the circular artery, should be performed. 

As a rule, however, lacerations occurring during labor are not 
sought for by the obstetrician, and, if septic infection does not 
occur, are unnoticed until after the puerperal period. 

It has been maintained by some authorities, and is a popular 
idea, that lacerations of the cervix can always be avoided if 
the parturition is skillfully managed by the attending accoucheur. 
This is probably not the case, as lacerations occur under the 
management of the very best practitioners, and slight lacerations 
are of such frequent occurrence that a sweeping assertion of this 
kind would be equivalent to a charge of carelessness on the part 
of obstetricians generally. 

Unquestionably lacerations are more frequent in the hands of 
the inexperienced or unskillful. The too early rupture of the bag 
of waters, and allowing the woman to bear down before the cervix 
is properly dilated, certainly favor laceration. 

Results.—A recent laceration may be immediately productive 
of harm, or its consequences may not be seen until the lapse of 
some time. 

(1) Hemorrhage sometimes occurs, but is usually slight. 

(2) Septicemia is also favored by the laceration, as septic 
material more readily finds access through an abraded surface. 

(3) Jnflammation frequently takes place, often accompanied by 
a slight lymphangitis, which, extending to the connective tissue on 
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either side of the uterus, ultimately produces cicatricial tissue, which 
by its contraction draws the uterus toward the side of the pelvis, 
disturbing the blood supply by altering the normal relations of the 
vessels. 

(4) The inflammatory action resulting from the laceration usually 
retards involution and frequently results in a low grade of inflam- 
mation of the uterine parenchyma, producing the condition already 
described as chronic parenchymatous metritis, areolar hyperpla- 
sia, or sub-involution 

(5) Lhe cicatricial tissue resulting from the laceration may com- 
press the nerve endings or the vessels, or, by the induration which 
it causes, prevent the normal swelling which occurs in the uterus 
at the menstrual period, and thus occasion various functional dis- 
turbances or pains, 

(6) Cervical catarrh frequently results, caused by endometritis, 
due to the heavy and enlarged uterus and to the interference with 
the venous circulation in the organ. 

Symptoms.—Laceration of the cervix may exist without any 
symptoms whatever; usually, however, there are various dis- 
turbances, either of the system at large or of the functions of the 
uterus, due to the changes produced by the laceration. These 
symptoms usually point either to a uterine catarrh, to the hyper- 
plasia, to the chronic cellulitis, or to some displacement depending 
upon these conditions. Thus, wterine leucorrhea or vaginal leu- 
corrhea may be present; s¢eri/ty is common ; fain is experienced, 
particularly at the menstrual period, usually referred to the back, 
sometimes to the hypogastric region as well, often accompanied 
by a dragging sensation and associated at first with increased men- 
struation, sometimes amounting to an actual flooding, and afterward 
with a diminution in the flow. Dysfareunia is sometimes experi- 
enced. 

Diagnosis.— Ox digital examination the usual signs of chronic 
parenchymatous metritis, usually accompanied by chronic catarrh, 
are present. The examining finger finds the cervix much enlarged, 
frequently slippery from the catarrhal secretions, hard and indu- 
rated from cicatricial tissue, the os being very patulous and 
extending in a simple laceration toward one or the other side of 
the vaginal wall. 
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If the laceration be severe the finger may pass into the cervical 
canal as high as the os internum. 

The laceration may extend in various directions, being either 
unilateral, multiple, bilateral or stellate, 

To verify the diagnosis and differentiate it from eversion of the 
cervical mucous membrane the patient should be placed in the 
latero-abdominal position and the parts inspected through a Sims 
speculum. In case of doubt, a tenaculum may be hooked into 
either lip of the uterus and the parts approximated, when the 
laceration will be distinctly seen. 

Treatment.—The treatment will depend upon the severity of 
the laceration and upon the complications resulting therefrom. 

Tf eversion of mucous membrane is present with the formation 
of Nabothian cysts, they must be punctured and their contents 
allowed to escape, while any inflammation must be treated by 
applications of Churchhill’s tincture of iodine two or three times a 
week, by glycerin tampons and by copious injections of water, as 
hot as the patient can bear them, repeated at least twice in twenty- 
four hours, and conjoined with rest. 

A proper pessary, by retaining the uterus in a natural position 
and preventing excoriation from friction against the vaginal walls, 
will materially aid in reducing inflammation. 

All other complications which are present should be removed, as 
far as possible, by appropriate treatment before an operation is 
thought of. 

The time selected for an operation should be from one to two 
weeks after the menstrual period, as, if it be performed too soon 
after the last period, the resulting congestion may reproduce the flow, 
or if it is near an expected period the flow may be anticipated, 
and, in either case, union retarded, if the result of the operation is 
not endangered. The patient should be in de health for this, as 
for any other plastic operation. 

Prior to the operation the patient should take a copious injection 
of very hot water in order, by its secondary effect upon the uterine 
vessels, to prevent much bleeding. She should then prepare her- 
self as if for bed and should be thoroughly etherized, after which 
she is lifted, laid on a hard table which has been protected by sev- 
eral thicknesses of blankets or an old quilt, and covered by a gum 
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cloth, which may project over the foot of the table and be collected 
in a bucket placed underneath, so that any blood or the water used 
in douching the parts after the operation may not soil the floor. 
The patient is then placed in Sims’ position, or in the lithotomy 
position, particularly if the operator has only one or two assistants, 
in which case Clover’s crutch may be used to retain the thighs 
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and legs in a flexed position. Sims’ or Simon’s speculum is then 
inserted and the uterus drawn toward the vulval outlet by a 
tenaculum or volsella-forceps engaged in the lips of the cervix. 

A strong needle armed with a double ligature is then passed 
through the cervix from before backward, perforating each lip of the 
laceration, the thread being then caught in the centre and drawn 
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down so that two loops are formed, one connected with either 
labium, which are thoroughly under control by this means, when, 
after the division of the ligature in the centre the ends passing 
through either labia are tied together. These loops are then given 
to an assistant, who thus has entire control of the cervix, being able 
by drawing the loops apart to separate the edges of the laceration 
or by drawing them together to approximate the surfaces. 

The speculum and tenaculum are then withdrawn and the oper- 
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ator commences to denude the edges of the laceration, being 
careful to remove all the cicatricial tissue and to leave a strip of 
cervical mucous membrane which will afterwards form the canal. 
The denudation may be performed either with a knife or curved 
scissors, the cicatricial tissue being grasped by a tenaculum or a 
fine-toothed forceps. It should be accomplished in a single strip 
for either lip if possible, as in this way the operator is more certain 
that he has not left any islet of tissue behind. Emmet’s scissors 
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are very useful in this operation, as they are in pairs, adapted re- 
spectively to the right and left hand. After one lip has been 
denuded the corresponding lip should also be stripped of cicatricial 
tissue in like manner, so that the two raw surfaces can be brought 
in accurate juxtaposition when approximated. 

A very important step in the operation is the removal of all 
cicatricial tissue high up in the angle of the laceration, as, if any 
remnant of this is left, the success of the operation may be en- 
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dangered or much pain will be experienced after the wound is 
healed, from pressure on the nerve endings by the cicatricial mass. 
The finger of the operator should now be passed thoroughly 
over the denuded surface to ascertain if any remnant of indurated 
tissue has been left, and if such is found it should be promptly re- 
moved. 
In cases of double laceration a similar operation should be 
performed on the other side. 
K 
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If the laceration is stellate the procedure will vary in accordance 
with the direction of the tears, those of larger size being freshened 
and the smaller ones, particularly if not deep, left, in the expecta- 
tion that they will contract as the uterus undergoes involution after 
the operation. The parts should now be thoroughly cleansed with 
boiled hot water or an antiseptic solution to remove all blood clots 
or shreds of tissue which might interfere with union by the first 
intention. 

The sutures are now introduced. Strong curved needles armed 
with silver wire, silkworm gut, or catgut are used and inserted 
on the outer surface of the flap, an eighth to a quarter of an inch 
from the denuded surface, carried parallel with it through the tis- 
sues, brought out at the margin of the endo-cervical mucous mem- 
brane, reinserted into the posterior lip and brought out at a corres- 
ponding point on its vaginal surface. After a sufficient number 
of sutures have been passed the part should again be thoroughly 
douched and the sutures tightened and tied, shotted or twisted. 

The vagina should then be thoroughly cleansed, a sound in- 
troduced into the uterus to be sure that the canal is patulous. The 
loops of thread by which the uterus has been held are now divided 
and removed, the womb is replaced in its normal position, and a 
pledget of cotton inserted into the vagina. 

The After-treatment consists in keeping the patient perfectly 
quiet in bed for ten days or two weeks, cleansing the vagina twice 
daily with warm antiseptic solutions, having the bowels moved 
daily by gentle laxatives and enemata, drawing off the water for 
the first few days to prevent distention of the bladder or straining 
and giving a mild, easily digested diet. 

After ten days or two weeks, if the union is well advanced, the 
stitches may be removed, if wire or silkworm gut have been used. 


A uterus thus operated upon is no more likely to be lacerated at 
a subsequent labor than is a uterus which has never been torn. 
Nor is dilatation slower if the original laceration has been a simple 
unilateral or bilateral tear. 
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DISEASES OF THE OVIDUCTS. 
CATARRHAL SALPINGITIS. 


This is of more interest from a pathological than from a practical 
standpoint, as it is a disease which cannot be diagnosed, and con- 
sequently cannot be treated during life. 

It consists of a catarrh of the mucous lining of the tube, and 
may be either acute or chronic. It is always secondary to endo- 
metritis. 

The other coats of the oviduct may become inflamed, thus giving 
rise to Jerisalpingttis, which is often seen as part of a general or 
of a local peritonitis ; or to #esosalpingitis, neither of which, how- 
ever, can be distinguished during life. 


HYDROPS TUBZ:. 


This affection results from some stenosis of the oviduct, or from 
the dilatation which usually occurs in cases of chronic catarrhal 
salpingitis, when of any duration. 

It is also called Hydrosalpinx, and consists of a serous effusion 
occurring into the cavity of the dilated oviduct, which also becomes 
atrophied. Strictures take place in various parts of the tube, and 
thus cysts are formed. The mucous membrane and muscular 
coat become so much thinned that they almost disappear. 

The fluid contains cholesterin, and when it has accumulated to 
a certain extent, often escapes into the uterine cavity. 

On Examination, an elongated, dilated, sausage-shaped tu- 
mor is discovered, high up in the pelvic cavity, which can be best 
studied on rectal, or recto-abdominal examination. 

The Diagnosis has been sufficiently discussed under the head 
of recto-abdominal examinations. 

The Treatment consists in the removal of the tubes and 
ovaries. 


PYOSALPINX 


Consists in the accumulation of pus in the oviducts, and may be 
either acute or chronic. 
The symptoms, physical signs and diagnosis have 
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been sufficiently discussed in speaking of recto-abdominal ex- 
amination. 

The treatment consists in the removal of the ovaries and 
oviducts. 


HASMATOSALPINX. 


This consists in a collection of blood in the oviduct, which is 
dilated. Itis frequently associated with retention of the menstrual 
fluid in the uterus, due either to atresia of that organ or of the 
vagina, _ 

The differential diagnosis between this and the two former 
affections is difficult, often impossible. It has been mistaken for 
a fibroid tumor and also for a small ovarian cyst. When diag- 
nosed the treatment should be directed towards removing the 
condition on which it depends. 


OOPHORECTOMY. 


The removal of the ovaries alone or together with the tubes, 
when either of them are diseased, but only slightly if at all 
enlarged, was first proposed by Dr. Battey, of Rome, Ga., in 1872. 

It has been performed for the relief of severe dysmenorrhcea, to 
arrest the growth and control the bleeding from uterine fibroids, 
in hystero-epilepsy dependent upon ovarian irritation, for the re- 
moval of the ovaries when the vagina or uterus are absent, for 
prolapsed ovaries which are fixed by adhesions, and for the dis- 
eases of the tubes just enumerated. 

The operation may be performed either through the vagina 
or by laparotomy. 

In the former method the patient is etherized, placed in Sims’ or 
the lithotomy position, the cervix grasped and drawn down with 
the volsella-forceps, and the vagina thoroughly washed out with 
antiseptic solution. An incision is now made in the posterior 
vaginal wall for about an inch and a half, the peritoneal cavity 
opened and the index finger inserted while supra-pubic pressure 
is made by an assistant. The finger hooks the near ovary and 
draws it down through the wound. 

A ligature is now applied, by transfixing the hilus of the ovary 
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with a needle threaded with a double ligature, The loop is cut 
and one thread tied around one-half of the base and the other 
around the other, taking care to twist the ligatures in the same 
manner as in ovariotomy. 

The ovary is then cut off and the ends of the ligatures cut short. 
The other ovary is drawn down and treated in the same way. 

Before the wound is closed the operator should examine care- 
fully to ascertain if a third ovary be present. 

A drainage tube is now inserted and the vaginal wound sutured. 
The parts should be thoroughly washed with a weak antiseptic 
solution twice daily. 

The after-treatment is the same as in ovariotomy. 


In removing the ovaries and uterine appendages by abdominal 
section an operation very similar to that of ovariotomy is performed. 
The incision is made in the median line, from two and a half to 
four inches in length; bleeding is arrested and the peritoneal 
cavity opened; the fingers are passed in, the uterine fundus is 
touched, and exploring from this laterally the oviducts and ovaries 
are recognized. Ifthere are no adhesions, they are hooked up by 
the fingers and drawn out through the incision. 

The ligature is then passed as in ovariotomy, as close to the 
uterus as possible, and the ovaries and tubes removed; the perito- 
neal cavity is carefully cleansed and the wound sutured as in ovari- 
otomy. 

These operations should be performed only as a last resort. 


DISEASES OF THE OVARIES. 


The ovaries may be displaced in various directions: during 
pregnancy, when the uterus rises into the abdominal cavity the 
ovaries are carried up with it, lying on either side of the fundus, 
their long axis being parallel with that of the uterus, on account of 
the change in the action of the broad ligament. 

They may also be elevated if the uterus is enlarged from any 
other cause, such as fibroid tumors, etc. 

When the uterus is retroverted or retroflexed the ovaries will 
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also be displaced backward and downward, sometimes occupying 
Douglas's cul-de-sac, often giving rise to more trouble than a 
displaced uterus and offering an obstacle to its reduction. Occa- 
sionally a hernia of the ovary takes place through the inguinal 
canal and sometimes it passes completely out of the canal and 
lodges in the labia majora. 

Symptoms.—When the ovaries are displaced in the pelvic 
cavity the patient is apt to suffer with backache, pelvic and sacral 
pain, and sometimes neuralgia in various parts of the body, occa- 
sionally weight and a bearing-down sensation in the pelvis, par- 
ticularly at the menstrual period, and frequently disordered 
menstruation, all of which are probably due to disturbances in the 
circulation of the ovary. 

The general symptoms are such as have already been mentioned 
in connection with uterine disease, and which are frequently spoken 
of under the general term of ovarian. irritation. 

Diagnosis.—The diagnosis of ovarian displacement has been 
discussed in detail in connection with gynzecological examina- 
tions, and it is here only necessary to state that the ovary is recog- 
nized by its shape, size, tenderness, and, usually, by its mobility. 

Prognosis.—If the displacement causes much irritation the 
prognosis as to complete cure is usually rather unfavorable. 

Treatment.—The general health should be sedulously attended 
to, and if there is much prostration, absolute rest in bed, and small 
amounts of food at frequent intervals, gradually increased in 
quantity, and combined with systematic massage, as in the Weir 
Mitchell treatment, should be adopted. A displacement should, 
if possible, be reduced and the uterus and ovary properly sup- 
ported by a pessary. In extreme cases the ovaries may be 
removed, if every other method of treatment has failed, either by 
laparotomy or Battey’s operation. 


INFLAMMATION OF THE OVARIES. 


ACUTE OVARITIS. 
This condition is usually accompanied by local peritonitis or 
cellulitis; suppuration rarely occurs except during a puerperal 
septiczemia, 
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As simple inflammation of the ovary uncomplicated by inflam- 
mation of the surrounding structures is a very rare affection, the 
diagnosis and treatment of this affection will be considered in con- 
nection with the para- and peri-metritis. 


CHRONIC OVARITIS. 


Chronic congestion and inflammation of the ovaries are probably 
by no means rare affections, and are the conditions that have 
given rise to so many operations for the removal of these organs 
the past few years. 

- The pathology of these affections has not yet been fully investi- 
gated, but it seems probable that it is generally the stroma which 
is affected by the inflammatory process. 

Causation.—Inflammation of the ovaries is usually secondary 
to disease of the surrounding structures. It is generally believed 
that the virus of gonorrheea, finding its way through the uterus and 
oviducts is one of the most common causes of inflammation attacking 
these organs. Excessive and prolonged venereal excitement, or 
any other cause which determines blood to the pelvic organs may 
produce this affection. 

Symptoms.—Pain is usually a prominent symptom, not con- 
fined to the region alone, but radiating to the sacral region, down 
the thigh, and even to the hypochondriac or intercostal regions. It 
is usually increased at the menstrual period. 

Functional derangements are also common. Menorrhagia is 
frequently seen, as is also amenorrhcea, and the woman is gener- 
ally sterile. When pregnancy occurs in these cases, it is apt to be 
followed by abortion, probably caused by some imperfection in the 
development of the ovule. 

The patient also suffers from various nervous disturbances, is 
apt to be the subject of hysteria, or even of hystero-epilepsy, and 
occasionally, as the result of long-continued disease, develops 
symptoms of melancholia or other form of insanity. 

Diagnosis.—The diagnosis of this disease has been pointed out 
when considering vagino-abdominal and recto-abdominal exami- 
nations. The symptoms should also be taken into account; the 
fact that they are aggravated at the menstrual period, and that 
pressure on the ovary may produce the symptoms from which the 
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patient suffers, even when they are temporarily absent, should be 
given due weight in the formation of a diagnosis. 

Prognosis.—Regarding the prognosis of this affection opinions 
differ. Mild cases, if they cannot be cured, can often be benefited 
until the occurrence of the menopause, when the symptoms will 
ameliorate or pass away of their own accord. In graver cases the 
prognosis is more doubtful. 

The prognosis after removal of the ovaries, as to permanent 
cure, is not always certain. In many cases the nervous dis- 
turbance and pain continue for some time, and in some no relief 
seems to follow the operation. 

Treatment.—An endeavor should be made to build up the 
health in general, by rest, good food, and systematic exercise, 
when she can take it. Tonics should be administered, especially 
iron and arsenic, if she is anzemic, and any local affection of the 
uterus must be treated. Saline purgatives may be occasionally 
administered. 

Counter-irritation should be applied over the ovarian region 
by iodine or blisters, and glycerin tampons, hot douches and 
other general remedies employed. It is only when a faithful 
trial of these means has failed to accomplish any result that 
odphorectomy should be thought of. 


TUMORS, OF .THE OVARY, 


To understand the pathological anatomy of the ovary it is 
necessary to have a clear idea of its development and anatomical 
structure; as these have already been considered it will not be 
necessary to do more than allude to them again. 

It will be remembered that the germ epithelium as it became 
enclosed in the growing connective tissue of the ovary, gave rise 
to the appearance of tubules penetrating the ovarian stroma, and 
that these were called Pfliiger’s ducts. These, according to Wal- 
deyer, are the origin of ovarian cysts, their connection with the 
surface being cut off and the cells which line them secreting fluid. 

The ovisacs also may undergo degeneration, and instead of 
rupturing at the menstrual period, continue to distend by accumu- 
lating fluid, and thus form a pathologjcal cyst. 
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Degeneration of the corpus luteum is also supposed to result in 
Ovarian tumors. 

Noeggerath believes that the cellular elements found on section 
of ovaries, which undoubtedly are the sources of origin of ovarian 
cysts no matter what their nature may be, consist principally of 
diseased blood vessels. 

Dermoid cysts seem most probably to owe their origin to invagi- 
nation of the epiblast, which becomes included in the ovarian 
structure during the early embryonic period. 

Ovarian cysts consist of the tumor and its pedicle. These cysts 
are always muitiple and the pedicle is usually formed of the 
ovarian and broad ligament with the oviduct, the whole structure 
being covered by the peritoneal investment. The walls of the 
cyst are composed of condensed connective tissue lined with 
columnar epithelium. In the glandular form of cystic tumor this 
epithelium grows outward and forms occluded follicles in the cyst 
wall, in which again other follicles may develop. In the Japillary 
form, on the other hand, the connective tissue itself grows out, 
pushing the linings of the cyst before it, and the papille thus 
formed are covered by the epithelium of the cyst. Zhe fluid 
which these cysts contain varies greatly in consistence and color. 
It is usually somewhat viscid, but may be so thick that it will not 
flow through a canula of large size, being almost glutinous. Its 
color varies from yellowish to greenish; the specific gravity also 
varies greatly, probably averaging Io1o to 1112. The fluid con- 
tains a large amount of albuminous and mucous matters, and 
often oil globules, cholesterin, blood and large granular cells. Dr. 
Drysdale has described a corpuscle which he considers charac- 
teristic of ovarian fluids. It is generally round, delicate, trans- 
parent, and contains a number of granules but no nucleus. It 
varies in size from xj55 tO gdyp Of an inch in diameter. When 
acetic acid is added to these cells it increases their transparency 
and renders their granules more distinct, while if it is added to 
a pus cell or to a mucus cell it increases their size and brings their 
nuclei into view. 

The fluid from parovarian cysts looks like clear water, contains 
no cells and is little more than a solution of salt. 

Malignant disease of the ovaries is sometimes seen complicating 


162 GYNECOLOGY. 


the papillary form of cystic degeneration. Occasionally it is a 
primary disease and may be either of a scirrhous or medullary 
variety. In case of malignant degeneration of the ovary there is 
rapid formation of ascitic fluid in the peritoneal cavity and when 
this is present and cannot be explained by hepatic, cardiac or 
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Microscoric EXAMINATION OF FLUID FROM OVARIAN Tumors. (By/ford.) 


renal disease, the probability that the ovarian tumor is of a cancer- 
ous nature, is exceedingly strong. 

Symptoms and History.—The disease usually begins in one 
or the other ovary, the second ovary being affected or not, as the 
case may be. In the early stages there are no symptoms what- 
ever of the disease; as the tumor grows a sensation of weight and 
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uneasiness, of dragging pain, and of lassitude is gradually devel- 
oped ; the menstrual functions are not interfered with in this stage. 

Gradually the patient becomes aware of the presence of some- 
thing in the abdominal cavity to which she has not been accustomed, 
but very frequently the tumor will not be recognized until it has 
attained a large size and has passed over the median line,—in fact 
it is very rare for the patient to be able to say on which side she 
first noticedthe tumor. The general health now begins to deterior- 
ate, there is often some loss of appetite and the drain on the albu- 
men of the blood causes malnutrition and anemia producing 
emaciation anda cachectic appearance. The pressure of the tumor 
on the veins of the abdomen sometimes occasions cedema of the 
lower extremities, which is also partly due to the condition of the 
blood. The patient suffers from shortness of breath owing to 
the intra-abdominal pressure interfering with the descent of the 
diaphragm, and cardiac palpitation is frequently produced by pres- 
sure of the cyst upon the diaphragm. 

The menstrual functions are not interfered with until late in the 
disease, when the anemia may become so great that the patient 
has no blood left wherewith to menstruate. Amenorrhcea may be 
present also, if the entire ovigenous layer of the ovaries is destroyed 
by the disease. 

These cysts are of slow growth, the average duration of a case 
being from one tothree years, and the patient finally dying from 
exhaustion due to anemia, or rupture of the cysts and subsequent 
peritoneal inflammation, or occasionally from uremia, due to 
pressure. 

Physical Signs.—The physical signs of small ovarian tumors 
have already been discussed. When the cyst first begins to grow 
it usually causes prolapse of the ovary into Douglas's cul-de-sac, 
where it may be detected by the finger in the vagina. As it in- 
creases in size it displaces the uterus forward, and finally as it 
enlarges rises out of Douglas's cul-de-sac and passes forward to 
the anterior abdominal wall, now causing backward displacement 
of the uterus. 

On inspection, when the patient lies on her back and the ab- 
dominal surface is exposed, it is seen to be greatly distended, the 
superficial abdominal veins are markedly dilated, and linea albi- 
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cantes are usually present. The distention may be uniform, but 
is generally more marked laterally. 

Mensuration shows the distance from the anterior superior iliac 
spine to the umbilicus is greater on one side than on the other. 

On palpation fluctuation is detected. There is never any mus- 
cular contraction felt in the cyst wall, a point which aids the 
diagnosis from pregnancy. The mass in the abdominal cavity 
feels like an encysted collection of fluid, and the fluctuation-wave 
usually varies according as the fluid is more or less dense. 

On percussion, when the patient lies on her back, a dull note is 
obtained over the tumor, while on either side there is a clear tym- 
panitic note, owing to the displacement of the intestines by the 
cyst. The area of dullness does not change in situation when the 
patient changes her position, a point of much importance, indica 
ting that the fluid is encysted. 

Auscultation.—No sound is heard upon listening over the ab- 
domen, except, perhaps, a peritoneal friction sound. 

On vaginal examination the uterus is felt of normal size and 
weight, and usually displaced to one or the other side, forward or 
sometimes backward. The tumor can sometimes be made out on 
bimanual examination, but does not project into the pelvic cavity. 

On rectal examination, if the tumor is elevated through the ab- 
dominal walls by the hands of an assistant, and the cervix is 
drawn down by a volsella-forceps, the examining finger will feel a 
tense band passing outward from one or the other uterine cornua, 
and the pulsation of the ovarian artery can usually be distinctly 
recognized. The other ovary should now be examined to ascertain 
if it is of normal size. 

Differential Diagnosis.—A small ovarian cyst may be mis- 
taken for (1) pelvic cellulitis, but in these cases the history of 
inflammation, the absence of distinct fluctuation, even when pus 
is present, and the firm character of the deposit with its fixation, 
are very different from the physical signs of a cyst. 

(2) Pelvic peritonitis. The history of the case is very different, 
and the examination of the fluid, as has been already stated, will 
render the diagnosis clear. 

(3) Parovarian cysts impart a distinct sense of fluctuation to the 
hand, are not as rounded as ovarian cysts, when tapped do not 
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recur, and the withdrawn fluid consists simply of salt and water, 
differing materially from that of ovarian cysts. 

(4) Diseases of the tubes, as hydro- or pyosalpinx are situated 
higher in the pelvis than the pedicle, are tortuous, elongated, sau- 
sage-like tumors. 

(5) Solid ovarian tumors are not frequent, and are usually 
malignant, in which case nodules are found in the fornices. 

A large ovarian tumor may be mistaken for— 

(1) Pregnancy , but in pregnancy the uterus increases more rapidly 
in size, bimanual examination shows that the tumor is connected 
with the uterus, the changes in the uterine neck are marked, there 
is hypertrophy of the vagina which is darker in color, the breasts 
also increase in size, the nipples are more prominent, the areola is 
darker, Montgomery’s tubercles are enlarged, and the superficial 
veins of the breast are swollen. On abdominal palpation the parts 
of the foetus may be felt, intermittent contractions occur in the 
uterus, and auscultation after four and a half months reveals the 
existence of the foetal heart beat, the tumor is situated in the 
median line and the menses are absent. 

(2) Ascitic fluid in the peritoneal cavity. In this case when the 
patient lies on her back a dull note will be elicited by percussion 
over the flanks and at the sides of the abdomen, while there will 
be a tympanitic note in the median line due to the intestines float- 
ing on the surface of the fluid. 

On change of position the area of dullness will change, the in- 
testines always rising to the surface of the fluid. The reverse is 
the case in ovarian tumor. 

(3) Pibro-cystic tumors of the uterus are very difficult to dif- 
ferentiate from ovarian cysts. They grow more slowly and fluctu- 
ation is only felt in parts of the tumor, which is found to vary in 
consistence. The fluid when drawn off coagulates spontaneously. 

Treatment.—When an ovarian cyst is diagnosed an operation 
had better be performed at as early a date as possible. 

Before the operation the patient’s health should be placed in the 
best possible condition. She should rest for a week or ten days 
in the place where the operation is to be performed, which had better 
be a private hospital if possible, and should be given good nourish- 
ing food with a small amount of stimulus and iron if she is 
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anemic, and have her bowels opened every day by means of an 
enema or purgative if necessary. 

The room in which the patient is to be confined after the operation 
should be large, well ventilated, and with a moderately high ceil- 
ing, well lighted by several windows, and have the bed so placed 
that she will not be subjected to any draught from doors or windows. 
There should be no carpet on the floor and not too much furniture. 
It must be well ventilated and disinfected prior to the operation. 
It is better to perform the operation in another room, which should 
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be lighted if possible from above, should have little furniture be- 
sides the operation table and a stand for instruments, and must 
be thoroughly scrubbed with disinfectants on the day prior to the 
operation. On the morning of the operation the patient should 
have nothing to eat, and must have had her bowels moved by a 
purgative administered the night before. She should be dressed 
as if for bed and wear also during the operation a short flannel 
dressing gown, and a pair of warm stockings. She had better be 
etherized in an adjoining room, and not brought into the operating 
room until thoroughly unconscious. 
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The operating room, instruments and sponges must in the mean- 
time have been prepared. : 

Five or six assistants are necessary, as are also the following 
instruments :— 

1. A water-proof sheet for the abdomen. 
. Two trays for instruments, two bowls for sponges. 
. Two stout scalpels, with steel handles. E 
. Two dozen Keith’s pressure forceps. 
. A long groove director for dividing the perinzeum. 
. Scissors curved in the flat. 
. An ovariotomy trocar and canula, with tubing. It should 
be of large size. 
8. Nélaton’s volsella, and several plain volsella-forceps. 
g. A large strong pair of pressure forceps for compressing the 
pedicle. 

10. Several pairs of artery forceps. 

11. Pedicle needle with handle. 

12. Long pedicle needle without handle, having a large eye. 

13. Nos. %, I, 2, 3, 4, Chinese twist silk. 

14. Medium sized catgut. 

15. Sponge-holders. 

16. Needle-holder. 

17. Needles. 

18. Two dozen sponges, two of which should be large and flat 
and two small and flat. 

Ig. Strapping, iodoform gauze, and woolen pad. 

20. Piece of mackintosh rubber cloth a foot square. 

21. Many-tailed abdominal bandage. 

22. Three or four perforated glass drainage tubes of different 
length. 

23. Anesthetic, brandy, morphine, atropine, hypodermic syringe, 
and rubber syringe with long nozzle for sucking up fluids through 
the drainage tube from the bottom of Douglas’s cul-de-sac. 

In addition to all this a Paquelin’s thermo-cautery and two large 
mackintosh aprons, which will cover the operator and his first 
assistant entirely, leaving the arms free, are desirable. The instru- 
ments should be boiled in water in order to thoroughly disinfect 
them, and should then be placed ina solution of creolin or carbolic 
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acid until they are needed. The sponges should be thoroughly 
boiled and antisepticized, as should also the towels which are to be 
used in the operation. After the patient is fully etherized she is 
brought into the room and placed on the operating table, lying on 
her back; her buttocks must be elevated and her clothes well 
drawn up above the loins; a blanket should be wrapped around 
each leg and pinned. The abdomen should be thoroughly washed 
with an antiseptic solution, and the pubic hair partly shaved off; 
the assistants should thoroughly disinfect their hands and arms, and 
the instruments, sponges and assistants occupy the position indi- 
cated in the figure. The steps of the operation may be tabulated 
as follows :— 

1. Placing the patient on the table. 
. The abdominal incision. 
. Examining the surface of the cyst and tapping of the cyst. 
. Extracting the collapsed cyst and managing the adhesions. 
. Ligation and division of the pedicle. 
. Examination of the opposite ovary. 
. Toilet of the peritoneum. 
. Introduction of sutures. 

g. Counting the sponges, forceps and instruments. 

10. Closing the abdominal wound. 

11. Application of dressings. 

12. Putting the patient to bed. 

Details of the Operation—The abdominal incision is made 
with a scalpel, through the integuments in the middle line of the 
abdomen, beginning about three inches below the umbilicus and 
continuing downward for about three inches, the bladder having 
previously been emptied by a catheter. 

’ The first assistant sponges the wound as it is made, by gentle 
pressure against the bleeding vessels, which are then secured by 
Keith’s pressure forceps, allowed to remain in place. The struc- 
tures are now divided down to the peritoneum, and when all 
bleeding has been checked that membrane should be gently raised 
and divided upon a grooved director, or better, as soon as the open- 
ing is sufficiently large, on two fingers of the operator placed within 
its cavity, when the shiny white surface of the ovarian cyst is ex- 
posed. When the surgeon has assured himself that the tumor 
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which bulges through the abdominal incision is a multilocular, der- 
moid or broad ligament cyst and not an impregnated uterus, fibro- 
cyst or other tumor of the uterus or neighboring part, the trocar 
should be thrust into the cyst, the sides of the abdomen supported 
by the assistant and the intestines prevented from escaping by a 
sponge in the hands of the first assistant. After the contents of the 
large cysts have thus been evacuated, the secondary cysts must be 
broken down by the hands of the operator plunged into the cyst 
cavity, after which the tumor can usually be turned out of the 
abdomen, provided no adhesions exist. 

If adhesions are present they may be broken down by steady 
gentle pressure of the sponge, if they are soft parietal adhesions. 
If it is adherent to the omentum, they must be carefully tied with 
fine silk in two places and divided between the ligatures. Adhe- 
sions to the intestine must be very carefully separated. If the cyst 
wall is strong and adherent, it is best to cut it away, leaving a small 
portion of it. The cyst is now drawn out of the abdominal wound 
and the pedicle examined. The vessels having been carefully 
pushed outward, the pedicle is transfixed with a stout, silk double 
ligature inserted carefully by means of a pedicle needle, care being 
taken that no vessel is wounded. The first assistant catches the 
loop of silk as soon as it appears and draws it through the pedicle 
while the operator withdraws the needle; the loop is now cut 
through, the operator and assistant ascertain to which thread the 
end belongs and the operator carefully twists the end of the thread 
intended for the outer loop around the remaining thread, after 
which the two ends of one thread are firmly tied on the outer side 
of the pedicle and the ends of the remaining thread tied around 
the other side. If the pedicle is very broad a second or third 
transfixion may be necessary, taking care in tying them that the 
threads occupy the groove already formed by. the first ligature. 
Two pairs of pressure forceps are now applied to the outer border 
of the distal side of the pedicle about half an inch from the groove 
formed by threads. The pedicle is now cut across by scissors 
about an inch beyond the groove, the tumor being supported by 
an assistant to prevent its dragging or tearing itself off when partly 
divided. The intestines may be kept in place by means of a large 
flat sponge pushed into the peritoneal cavity, and the pedicle 
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having been thoroughly examined to see that no hemorrhage 
occurs, the second ovary should be explored by means of two 
fingers, and if diseased should be removed in a similar manner. 
The forceps having been removed from the pedicle and the stump 
dropped back into the peritoneal cavity after having been thor- 
oughly sponged, the toilet of the peritoneum should be attended 
to. This consists in douching thoroughly the entire peritoneal 
cavity by means of a fountain syringe, using boiled water or a 
disinfectant solution, and continuing the douching until the water 
runs out of the abdominal wound perfectly clear. Sponges are 
now to be inserted on a sponge holder into the bottom of Douglas’s 
cul-de-sac until they come as dry as when putin. After which the 
sutures should be introduced, the intestines being protected by the 
large flat sponge already mentioned. 

The instruments and sponges must now be carefully counted, to 
make sure that none have been left in the peritoneal cavity. 

Operators differ in the manner in which they introduce the 
sutures. Some suture the peritoneum separately, and others unite 
the peritoneum and abdominal wound with the same sutures; some 
use ligatures armed with two needles, one at either end, and insert 
them on either side from the peritoneal cavity outward through the 
abdominal tissues, others pass the sutures from the integuments 
inward through the peritoneum, across the wound, and out through 
the opposite side. However they are introduced they should be 
applied to the upper end of the wound first, should be placed 
about a quarter of an inch from the margin of the wound, and 
about half an inch apart. When all the sutures are in place the 
large flat sponge should be withdrawn and a sponge passed into 
Douglas’s cul-de-sac to see if any fluid has accumulated in that 
situation, and if it has, sponges should be introduced one after 
another until they. come out dry. The omentum is now examined, 
to see if it has been injured, and afterward spread over the intes- 
tines. The sponges should again be counted, and if none are 
missing, the wound may be closed. The upper suture is at first 
drawn just firmly enough to bring the margins of skin in apposi- 
tion without any tension or puckering ; this suture is then tied in a 
surgeon’s knot, and the remaining sutures are secured in the same 
way, the wound being sponged before each thread is tightened. 
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If there has been much oozing, a drainage tube had better be 
inserted in the lower angle of the wound before the sutures are 
tightened. It should consist of glass, and be long enough to reach 
the bottom of Douglas’s cul-de-sac. A minute hole should be 
made in a sheet of rubber cloth about a foot square, through which 
the drainage tube should be pushed; on the top of the drainage 
tube absorbent cotton is placed, and the ends of the rubber cloth 
brought together over it and tied; in this way the dressings and 
surface of the wound are protected from any fluid which may 
escape from the drainage tube. Various antiseptic dressings are 
now applied to the wound; it may be dusted with iodoform and 
covered with antisepticized absorbent cotton, or it may be dressed 
with six or eight layers of wet sublimated gauze. This cotton is 
held in place by means of adhesive strips, and if the abdominal 
walls are relaxed, layers of cotton-wool are placed over the dress- 
ing so as to fill up the hollow; a many-tailed flannel bandage 
neatly applied and made fast by safety pins completes the dressing. 
When a drainage tube has been inserted, after the lapse of a few 
hours the rubber cloth should be untied, the cotton covering the 
mouth of the tube removed, and the fluid sucked up from its interior 
by means of a long-nozzled syringe, care being taken that the nozzle 
of the syringe shall not pass entirely into Douglas’s cul-de-sac, as 
it might then suck in some of the tissues. A dressing of this sort, 
if it remains sweet and clean, may be left in place for a week or 
ten days. After the wound is dressed the woman is put to bed, a 
pillow put under her knees and teaspoonful doses of very hot water 
administered if there is any vomiting from the ether. No food 
should be given by the mouth for the first twenty-four hours, after 
which milk and soda water, or seltzer, small amounts of beef tea, 
and if the patient is feeble nutritive enemata may be adminis- 
tered. The diet is gradually increased until it finally attains its 
customary proportions, but no solid food should be given by the 
mouth until after the escape of flatus from the bowels. Opium 
should only be administered if indicated by pain. The water 
should be drawn off three times a day for several days, and the 
bowels, if not previously opened, should be moved at the end of a 
week by injection of warm sweet oil. The stitches are removed 
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on the eighth day, after which the wound should be dressed with 
great care and an abdominal belt worn to prevent formation of a 
hernia, 


DISEASES OF THE PELVIC PERITONEUM 
AND CONNECTIVE TISSUE. 


PELVIC CELLULITIS AND PELVIC, PERITONITIS. 


It is a rare event to see a case of marked pelvic cellulitis in 
which the peritoneum is entirely exempt from inflammation, and, 
on the other hand, the cellular tissue of,the pelvis shares in the in- 
flammation when the pelvic peritoneum is inflamed. On this 
account it has seemed best to consider the two affections side by 
side, and in the same chapter, rather than describe them as distinct 
affections, which, pathologically speaking, they are. 

Pelvic peritonitis is also called pelveo-peritonitis and perime- 
‘tritis ; pelvic cellulitis is known as parametritis. 

The former is an acute or chronic inflammation affecting the 
pelvic peritoneum chiefly, while the latter is an acute or chronic 
inflammatory condition of the connective tissue of the pelvis, 
which often terminates in suppuration. 

Causes.—The most frequent cause is spread of inflammation 
from surrounding structures, as from the cellulartissue. Intra-peri- 
toneal growths, as fibroid or ovarian tumors, will not infrequently 
set up a pelvic peritonitis. 

The accidents accompanying parturition or abortion are also 
often associated with pelvic inflammation. 

Gonorrhcea in the female, or latent gonorrhoea in a husband are 
also causative agents. Many cases arise at the menstrual period, 
due to the congestion which invariably accompanies this act. 
Venereal excesses also produce pelvic inflammation. Mechan- 
ical causes, as instrumental examination, occasionally the intro- 
duction of a sound, stem pessaries, tents, etc., favor its develop- 
ment. < 

Pelvic cellulitis often arises in the puerperal condition from the 
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introduction of septic material gaining access through an abrasion 
or wound and invading the lymph channels. It may also arise 
from any of the causes which produce pelvic peritonitis. 

Symptoms.— Of acute peritonitis. 

The symptoms are those of fever usually preceded by a chill, 
and accompanied by very severe shooting pain increased on urina- 
tion and defecation. 

Of cellulitis. 

The symptoms are the same, but the pain is not so severe. 

Physical Signs.—/x pelvic peritonitis the patient usually lies 
on her back with both her thighs drawn up in order to relax the 
abdominal muscles, which are found on palpation to be rigid, the 
slightest touch causing great pain. 

On indagation the vagina feels hot and tender, and its vessels 
pulsate. 

When exudation occurs the vaginal vault feels hard, very much 
as if plaster-of-Paris had been poured into the pelvis above it. 

A bulging tumor is found behind the cervix in the posterior 
vaginal walls, often extending down for some distance along the 
posterior wall, and due to encysted fluid in Douglas’s cul-de-sac. 

It is sensitive to the touch, and as absorption takes place it be- 
comes nodulated from extension of the inflammatory condition to 
the connective tissue. Sometimes the serous effusion is encysted 
behind the broad ligament, causing slight bulging with a feeling of 
tension in the neighborhood of the broad ligaments. 

Bimanual examination is usually impossible; sometimes an 
exudation is found in the neighborhood of the bladder, hard and 
painful to the touch. 

In pelvic cellulitis palpation reveals nothing more than in pelvic 
peritonitis. Bimanual examination is difficult, and after exudation 
occurs, a bulging tumor is found at the side of the uterus project- 
ing into the vaginal fornix, displacing the womb laterally ; occasion- 
ally the tumor is behind the uterus and very rarely between the 
uterus and bladder. A hard mass of exudation is felt in the iliac 
fossa and can sometimes be detected in the upper portion of the 
broad ligament. 

If suppuration results, these hard exudations become softer and 
boggy, and perhaps a vague fluctuation may be detected. 
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Termination.—/u pelvic peritonitis the case usually termi- 
nates with recovery and the inflammatory action gradually abates. 

Adhesions may form, binding the uterus, ovaries or oviducts to 
adjacent structures and giving trouble in after life. 

The peritonitis occasionally becomes general, and is then often 
fatal. Suppuration may occur, and the pus may perforate the 
bladder, vagina or rectum. 

In pelvic cellulitis the attack usually passes off leaving no trace 
behind it, or an abscess may form which may open externally or 
perforate one of the viscera. Occasionally it opens into the peri- 
toneal cavity. 

There is always a liability for the attack to recur at one or two 
successive menstrual periods. 

The Diagnosis of Ae/vic inflammation is easy ; but it is often 
hard to differentiate between the two affections just described, 
especially as in a marked case of one variety the other is always 
present. 

Treatment.—/rophylacttc.—Thorough antisepsis should be 
practiced during all operations on the female genitalia. 

Patients who are liable to attacks of pelvic inflammation must 
be exceedingly careful during their menstrual period, avoiding 
exposure to cold and all undue excitement. 

A patient who has the remains of a peritoneal or cellulitic exuda- 
tion should be handled with the greatest care during an examina- 
tion, and neither the sound nor any application introduced into 
the cavity of the womb until all trace of the inflammation has 
disappeared. 

Gonorrhcea should be most thoroughly treated both in the 
patient and her husband. 

General Treatment.—The diet should be light, consisting of 
iced milk and lime water. As the inflammation progresses and 
the patient becomes weak, a nourishing, but easily digested diet, 
even somewhat stimulating in character, should be given every 
few hours, as in fevers. Alcohol is necessary in this stage. 

The bowels should be regulated by compound liquorice powder, 
castor oil or small and repeated doses of the salines. Opium 
should be given for the pain, and iron, quinine and digitalis 
administered as required. 
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Locally, large flaxseed poultices should be applied over the 
abdomen when not objectionable from their weight. In other 
cases, turpentine stupes or turpentine and laudanum alternately or 
hot vaginal injections often give relief. 

If suppuration occur, the treatment must be of a supportive 
character, and the pus should be evacuated—either through the 
vagina or by a laparotomy, thorough antiseptic precautions being 
taken. 
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Amenorrheea, 125 
Arbor vite, 16 


Bartholin, glands of, 12 
Bougies, solid, 73 


Caruncle, urethral, 76 

Carunculze myrtiformes, 11 

Cellulitis, pelvic, 172 

Cervix, dilatation of, 72 
hypertrophic elongation of, 132 

Cervix uteri, laceration of, 147 

Clitoris, 11 

Coccygodynia, 82 

Corpora cavernosa, 11 

Cul-de-sac, Douglas’, 16 

Curette, 74 


Dilators, metallic, 73 

Discharges from female genitals, 36 
Duverney, glands of, 12 
Dysmenorrheea, 126 


Endometritis, acute, 128 
chronic, 128 
Examination, gynzcological, 29 


Female sexual organs, anatomy of, 9 
functions of, 27 

Fistulz, genito-urinary, 95 
recto-vaginal, 99 

Follicles, Graafian, 20 

Forceps, volsellum, 75 

Fossa navicularis, 12 

Fourchette, 12 


Generation, organs of, 9 
external, 10 
internal, t2 

Genital organs, arteries of, 21 
lymphatics of, 23 
nerves of, 21 
veins of, 21 

Glands, vulvo-vaginal, 12 
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Hematosalpinx, 156 
Hydrops tube, 155 
Hymen, 11 
imperforate, 92 
Hysterectomy, supravaginal, 136 


Labia majora, 10 
minora, 11 

Labium majus, inflammation of, 77 
hernia into, 78 
tumors of, 79 


Meatus urinarius, rr 

Menorrhagia, 127 

Menstruation, 27 
vicarious, 126 

Metritis, acute parenchymatous, 129 
chronic, 129 


Neoplasms, uterine, 129 

Nuck, canal of, 17 

Nymphe, 11 
hypertrophy of, 79 


Odphorectomy, 156 
Os uteri, external, 15 
internal, 15 
Ovaries, 19 
diseases of, 157 
ligaments of, 20 
Ovaritis, acute, 158 
chronic, 159 
Ovary, tumors of, 160 
Oviducts, 18 
diseases of, 155 


Ovula Nabothi, 16 


ed 


Ovulation, 27 


Parovarium, 21 
Perinzum, 12 

injuries of, 83 
Peritoneum, pelvic, 15 
Peritonitis, pelvic, 172 
Pouch, recto-uterine, 16 

vesico-uterine, 16 
Pyosalpinx, 155 
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Rosenmiiller, organs of, 21 * 
Round ligament, hydrocele of, 78 


Salpingitis, catarrhal, 155 

Sexual organs, development of, 23 
Sinuses, uterine, 15 

Sound, uterine, 66 

Speculum, 60 


Tenaculum, 75 
double, 75 
forceps, 75 
Tents, 72 
Tubercle, urethro-vaginal, 11 
Tubes, Fallopian, 18 


Urethral mucous membrane, eversion of, 


376 
prolapse of, 76 
Uterus, 14 

anteflexion of, 107 
anteversion of, 112 

body of, 14 

cavity of, 14 

cervix of, 14 

diseases of, 105 
deviation of, 105 
excision of, 142 

fibroid tumors of, 134 
flexion of, 106 

fundus of, 14 
intravaginal portion of, 14 
inversion of, 121 

isthmus of, 14 

ligaments of, 16 
-malignant disease of, 139 
prolapse of, 119 


Uterus, retroflexion of, 116 
retroversion of, 113 
supravaginal portion of, 14 


Vagina, 12 
abscess of, 93 
atresia of, 94 
fornices of, 12 
foreign bodies in, 94 
malignant disease of, 104 
prolapse of, 99 
tumors of, 103 
vault of, 12 
Vaginal walls, adherence of, 94 
Vaginismus, 81 
Vaginitis, 101 
catarrhal, rox 
granular, 102 
gonorrheeal, 103 
Vestibule, rz 
Vulva, carcinomata of, 80 
eruptions of, 80 
hemorrhage from, 80 
papillomata of, 79 
sarcomata of, 80 
Vulvismus, 81 
Vulvitis, 91 
aphthous, gt 
catarrhal, gt 
diabetic, 91 
follicular, gt 
Vulvo-vaginal glands, cyst of, 78 
inflammation of, 77 


Wolffian bodies, 123 


Xenomenia, 126 
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Talbot. Irregularities of the Teeth, and their Treatment. 
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Headland’s Action of Medicines. 9th Ed. 8vo. Cloth, 3.00 
Potter. Materia Medica, Pharmacy and Therapeutics. 
Including Action of Medicines, Special Therapeutics, Pharma- 
cology, etc. Second Edition. Cloth, 4.00; Leather, 5.00 
Starr, Walker and Powell. Synopsis of Physiological 
Action of Medicines, based upon Prof. H. C. Wood’s “‘ Materia 
Medica and Therapeutics.”” 3d Ed. Enlarged. Cloth, .75 
Waring. Therapeutics. With an Index of Diseases and 
Remedies. 4th Edition. Revised. Cloth, 3.00; Leather, 3.50 

Bae See pages 14and 15 for list of ? Quiz-Compends ? 


10 ‘ STUDENTS’ TEXT-BOOKS AND MANUALS. 


MEDICAL JURISPRUDENCE. 


Reese. A Text-book of Medical Jurisprudence and Toxi- 
cology. By John J. Reese, m.p., Professor of Medical Juris- 
prudence and Toxicology in the Medical Department of the 
University of Pennsylvania; President of the Medical Juris- 
prudence Society of Philadelphia; Physician to St. Joseph’s 
Hospital; Corresponding Member of The New York Medico- 
legal Society. 2d Edition. Cloth, 3.00; Leather, 3.50 


Woodman and Tidy’s Medical Jurisprudence and Toxi- 
cology. Chromo-Lithographic Plates and 116 Wood engravings. 
: Cloth, 7.50; Leather, 8.50 


OBSTETRICS AND GYNAECOLOGY. 


Byford. Diseases of Women. The Practice of Medicine and 
Surgery, as applied to the Diseases and Accidents Incident to 
Women. By W. H. Byford, a.m.,m.p., Professor of Gynecology 
in Rush Medical College and of Obstetrics in the Woman’s Med- 
ical College, etc., and Henry T. Byford, m.p., Surgeon to the 
Woman’s Hospital of Chicago; Gynecologist to St. Luke’s 
Hospital, etc. Fourth Edition. Revised, Rewritten and En- 
larged. With 306 Illustrations, over 100 of which are original. 
Octavo. 832 pages. Cloth, 5.00; Leather, 6.00 


Cazeaux and Tarnier’s Midwifery. With Appendix, by 
Mundé. The Theory and Practice of Obstetrics; including the 
Diseases of Pregnancy and Parturition, Obstetrical Operations, 
etc. By P. Cazeaux. Remodeled and rearranged, with revi- 
sions and additions, by S. Tarnier, m.p., Professor of Obstetrics 
and Diseases of Women and Children in the Faculty of Medicine 
of Paris. Eighth American, from the Eighth French and First 
Italian Edition. Edited by Robert J. Hess, m.p., Physician to 
the Northern Dispensary, Philadelphia, with an appendix by 
Paul F. Mundé, m.p., Professor of Gynecology at the N. Y. 
Polyclinic. Illustrated by Chromo-Lithographs, Lithographs, 
and other Full-page Plates, seven of which are beautifully colored, 
and numerous Wood Engravings. Students’ Edition. One 


Vol., 8vo. Cloth, 5.00; Leather, 6.00 
Lewers’ Diseases of Women. A Practical Text-Book. 139 
Illustrations. Second Edition. Cloth, 2.50 


Parvin’s Winckel’s Diseases of Women. Second Edition. 
Including a Section on Diseases of the Bladder and Urethra. 
- 50 Illus. Revised. See page 3. Cloth, 3.00; Leather, 3.50 


Morris. Compend of Gynecology. Illustrated. Cloth, 1,00 


Winckel’s Obstetrics. A Text-book on Midwifery, includ- 
ing the Diseases of Childbed. By Dr. F. Winckel, Professor 
of Gynecology, and Director of the Royal University Clinic for 
Women, in Munich. Authorized Translation, by J. Clifton © 
Edgar, m.p., Lecturer on Obstetrics, University Medical Col- 
lege, New York, with nearly 200 handsome illustrations, the 
majority of which are original with this work. Octavo. 

Cloth, 6.00; Leather, 7.00 

Landis’ Compend of Obstetrics. Illustrated. 4th edition, 
enlarged. Cloth, 1.00; Interleaved for Notes, 1.25 


Ra~ See pages 2 to 5 for list of New Manuals. 
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Obstetrics and Gynecology :—Continued. 
Galabin’s Midwifery. By A. Lewis Galabin, m.p., F.R.c.P. 


227 Illustrations. See page 3. Cloth, 3.00; Leather, 3.50 
_Glisan’s Modern Midwifery. 2d Edition. Cloth, 3.00 
Rigby’s Obstetric Memoranda. 4th Edition. Cloth, .so 


Meadows’ Manual of Midwifery. Including the Signs and 
Symptoms of Pregnancy, Obstetric Operations, Diseases of the 
Puerperal State, etc. 145 Illustrations. 494 pages. Cloth, 2.00 


Swayne’s Obstetric Aphorisms. For the use of Students 
commencing Midwifery Practice. 8th Ed. 1z2mo. Cloth, 1.25 


PATHOLOGY. HISTOLOGY. BIOLOGY. 
Bowlby. Surgical Pathology and Morbid Anatomy, for 


Students. 135 Illustrations. 12mo. Cloth, 2.00 
Davis’ Elementary Biology. Illustrated. Cloth, 4.00 
Gilliam’s Essentials of Pathology. A Handbook for Students. 

47 Illustrations. 12mo. Cloth, 2.00 


*,* The object of this book is to unfold to the beginner the funda- 
mentals of pathology in a plain, practical way, and by bringing 
them within easy comprehension to increase his interest in the study 
of the subject. 


Gibbes’ Practical Histology and Pathology. Third Edition. 
Enlarged. 12mo. Cloth, 1.75 


Virchow’s Post-Mortem Examinations. 2d Ed. Cloth, 1.00 


PHYSIOLOGY. 


Yeo’s Physiology. Fourth Edition. The most Popular Stu- 
dents’ Book. By Gerald F. Yeo, m.p., F.R.c.s., Professor of 
Physiology in King’s College, London. Small Octavo. 758 

ages. 321 carefully printed Illustrations. With a Full 
lossary and Index. See Page 3. Cloth, 3.00; Leather, 3.50 

Brubaker’s Compend of Physiology. Illustrated. Fifth 
Edition. Cloth, 1.00; Interleaved for Notes, 1.25 

Stirling. Practical Physiology, including Chemical and Ex- 
perimental Physiology. 142 Illustrations. Cloth, 2.25 

Kirke’s Physiology. New 12th Ed. Thoroughly Revised and 
Enlarged. 502 Illustrations. Cloth, 4.00; Leather, 5.00 

Landois’ Human Physiology. Including Histology and Micro- 
scopical Anatomy, and with special reference to Practical Medi- 
cine. Third Edition. Translated and Edited by Prof. Stirling. 
692 Illustrations. Cloth, 6.50; Leather, 7.50 
“© With this Text-book at his command, no student could fail in 

his examination.’’—Lancet, 


Sanderson’s Physiological Laboratory. Being Practical Ex- 


ercises for the Student. 350 Illustrations. 8vo. Cloth, 5.00 
Tyson’s Cell Doctrine. Its History and Present State. Ilus- 
trated. Second Edition. Cloth, 2.00 


Ra~ See pages 14.and 15 for list of ? Quiz-Compends ? 


12 STUDENTS’ TEXT-BOOKS AND MANUALS. 


PRACTICE. 
Taylor. Practice of Medicine. A Manual. By Frederick 
aylor, M.p., Physician to, and Lecturer on Medicine at, Guy’s 
Hospital, London; Physician to Evelina Hospital for Sick Chil- 
dren, and Examiner in Materia Medica and Pharmaceutical - 
Chemistry, University of London, Cloth, 4.00 


Roberts’ Practice. New Revised Edition. A Handbook 
of the Theory and Practice of Medicine. By Frederick T. 
Roberts, M.D.; M.R.C.P., Professor of Clinical Medicine and 
Therapeutics in University College Hospital, London. Seventh 
Edition. Octavo. Cloth, 5.50; Sheep, 6.50 

Hughes. Compend of the Practice of Medicine. 4th Edi- 
tion. Two parts, each, Cloth, 1.00; Interleaved for Notes, 1.25 


Parr 1.—Continued, Eruptive and Periodical Fevers, Diseases 
of the Stomach, Intestines, Peritoneum, Biliary Passages, Liver, 
Kidneys, etc., and General Diseases, etc. 

Part 11.—Diseases of the Respiratory System, Circulatory 
System and Nervous System; Diseases of the Blood, etc. 


Physician’s Edition. Fourth Edition. Including a Section 
on Skin Diseases. With Index. 1 vol. Full Morocco, Gilt, 2.50 


From John A. Robinson, M.D., Assistant to Chair of Clinical 
Medicine, now Lecturer on Materia Medica, Rush Medical Col- 
lege, Chicago. 

“Meets with my hearty approbation as a substitute for the 
ordinary note books almost universally used by medical students. 
It is concise, accurate, well arranged and lucid, . . . just the 
thing for students to use while studying physical diagnosis and the 
more practical departments of medicine.” 


PRESCRIPTION BOOKS. 

Wythe’s Dose and Symptom Book. Containing the Doses 
and Uses of all the principal Articles of the Materia Medica, etc. 
Seventeenth Edition. Completely Revised and Rewritten. /ust 
Ready. 32mo. Cloth, 1.00; Pocket-book style, 1.25 


Pereira’s Physician’s Prescription Book. Containing Lists 
of Terms, Phrases, Contractions and Abbreviations used in 
Prescriptions Explanatory Notes, Grammatical Construction of 
Prescriptions, etc., etc. By Professor Jonathan Pereira, M.D. 
Sixteenth Edition. 32mo. Cloth, 1.00; Pocket-book style, 1.25 


PHARMACY. 
Stewart’s Compend of Pharmacy. Based upon Remington’s 
Text-Book of Pharmacy. Third Edition, Revised. With new 
Tables, Index, Etc. Cloth, 1.00; Interleaved for Notes, 1.25 


Robinson. Latin Grammar of Pharmacy and Medicine. 
By H. D. Robinson, pu.p., Professor of Latin Language and 
Literature, University of Kansas, Lawrence. With an Intro- 
duction by L. E. Sayre, p#.G., Professor of Pharmacy in, and 
Dean of, the Dept. of Pharmacy, University of Kansas. t1zmo. 


Cloth, 2.00 
SKIN DISEASES. 
Anderson, (McCall) Skin Diseases. A complete Text-Book, 
with Colored Plates and numerous Wood Engravings. 8vo. 
Cloth, 4.50; Leather, 5.50 
BG See pages 2to 5 for list of New Manuals. 
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Skin Diseases :-—Continued. 


Van Harlingen on Skin Diseases. A Handbook of the Dis- 
eases of the Skin, their Diagnosis and Treatment (arranged alpha- 
betically). By Arthur Van Harlingen, m.v., Clinical Lecturer 
on Dermatology, Jefferson Medical College; Prof. of Diseases of 
the Skin in the Philadelphia Polyclinic. 2d Edition. Enlarged. 
With colored and other plates and illustrations. r2mo. Cloth, 2.50 - 


Bulkley. The Skin in Health and Disease. By L. Duncan — 
Bulkley, Physician to the N. Y. Hospital. Illus. Cloth, .50 


SURGERY AND BANDAGING. 
Jacobson. Operations in Surgery. A Systematic Handbook 
for Physicians, Students and Hospital Surgeons. By W. H. A. 
Jacobson, B A., Oxon, F.R.c.s. Eng.; Ass’t Surgeon Guy’s Hos- 
pital ; Surgeon at Royal Hospital for Children and Women, etc. 
199 Illustrations. 1006 pages. 8vo. Cloth. 5.00; Leather, 6.00 


Heath’s Minor Surgery, and Bandaging. Ninth Edition. 142 
Illustrations. 60 Formule and Diet Lists. Cloth, 2.00 


Horwitz’s Compend of Surgery, Minor Surgery and 
Bandaging, Amputations, Fractures, Dislocations, Surgical 
Diseases, and the Latest Antiseptic Rules, etc., with Differential 
Diagnosis and Treatment. By OrviLLe Horwitz, B.S., M.D., 
Demonstrator of Surgery, Jefferson Medical College. 4th edition, 
Enlarged and Rearranged. 136 Illustrations and 84 Formule. 
zzmo. Cloth, 1.00; Interleaved for the addition of Notes, 1.25 


*,* The new Section on Bandaging and Surgical Dressings, con- 
sists of 32 Pages and 41 Illustrations. Every Bandage of any 
importance is figured. This, with the Section on Ligation of 
Arteries, forms an ample Text-book for the Surgical Laboratory. 


Walsham. Manual of Practical Surgery. For Students and 
Physicians. By Wm. J. WALSHAM, M.D., F.R.C.S., Asst. Surg. 
to, and Dem. of Practical Surg. in, St. Bartholomew’s Hospital, 
Surgeon to Metropolitan Free Hospital, London. With 236 
Engravings. See Page 2. Cloth, 3.00; Leather, 3.50 


URINE, URINARY ORGANS, ETC. 
Holland. The Urine, and Common Poisons and The 
Milk. Chemical and Microscopical, for Laboratory Use. Illus- 


trated. Third Edition. 12mo. Interleaved. Cloth, 1.00 
Ralfe. Kidney Diseases and Urinary Derangements. 42 Illus- 
trations. I2Mo. 572 pages. Cloth, 2.75 


Marshall and Smith. On the Urine. The Chemical Analysis of 
the Urine. By John Marshall, m.p., Chemical Laboratory, Univ. 
of Penna; and Prof. E. F. Smith, p#.p. Col. Plates. Cloth, 1.00 

Thompson. Diseases of the Urinary Organs. Eighth 
London Edition. Illustrated. Cloth, 3.50 

Tyson. Onthe Urine. A Practical Guide to the Examination 
of Urine. With Colored Plates and Wood Engravings. 6th Ed, 
Enlarged. 12mo. Cloth, 1.50 

Van Niiys, Urine Analysis. [Ilus. Cloth, 2.00 


VENEREAL DISEASES. 
Hill and Cooper. Student’s Manual of Venereal Diseases, 
with Formule. Fourth Edition. 12mo. Cloth, 1.00 


BG See pages 14 and 15 for list of ? Qutz- Compends ? 


NEW AND REVISED EDITIONS. 


?OQUIZ-COMPENDS? 


The Best Compends for Students’ Use 
in the Quiz Class, and when Pre- 


paring for Examinations. 


Compiled in accordance with the latestleachings of promt- 
nent lecturers and the most popular Text-books. 


They form a most feeons practical and exhaustive 
set of manuals, containing information nowhere else col- 
lected in such a condensed, practical shape. Thoroughly 
up to the times in every respect, containing many new 
prescriptions and formule, and over two hundred and 
fifty illustrations, many of which have been drawn and 
engraved specially for this series. The authors have had 
large experience as quiz-masters and attachés of colleges, 
with exceptional opportunities for noting the most recent 
advances and methods. 


Cloth, each $1.00. Interleaved for Notes, $1.25. 


No.1. HUMAN ANATOMY, “‘ Based upon Gray.’’ Fifth 
Enlarged Edition, including Visceral Anatomy, formerly 
published separately. 16 Lithograph Plates, New 
Tables and 117 other Illustrations. By Samugt O. L. 
PottER, M.A., M.D., late A. A. Surgeon U.S. Army. Professor 
of Practice, Cooper Medical College, San Francisco. 


Nos. 2 and3. PRACTICE OF MEDICINE. Fourth Edi- 
tion. By Danie. E. HuGues, m.p., Demonstrator of Clinical 
Medicine in Jefferson Medical College, Philadelphia. In two parts. 


Part I.—Continued, Eruptive and Periodical Fevers, Diseases 
of the Stomach, Intestines, Peritoneum, Biliary Passages, Liver, 
Kidneys, etc. (including Tests for Urine), General Diseases, etc. 


Part II.—Diseases of the Respiratory System (including Phy- 
sical Diagnosis), Circulatory System and Nervous System; Dis- 
eases of the Blood, etc. 


*,* These little books can be regarded as a full set of notes upon 
the Practice of Medicine, containing the Synonyms, Definitions, 
Causes, Symptoms, Prognosis, Diagnosis, Treatment, etc., of each 
Lee and including a number of prescriptions hitherto unpub- 
ished, 


No. 4. PHYSIOLOGY, including Embryology. Fifth 
Edition. By Avsert P. Brusaker, M.D., Prof. of Physiology, 
Penn’a College of Dental Surgery ; Demonstrator of Physiology 
in Jefferson Medical College, Philadelphia. Revised, Enlarged 
and Illustrated. 


No. 5. OBSTETRICS. Illustrated. Fourth Edition. By 
Henry G. Lanpis, M.D., Prof. of Obstetrics and Diseases of 
Women, in Starling Medical College, Columbus, O. Revised 
Edition. New Illustrations. 


BLAKISTON’S ? QUIZ-COMPENDS ? 


No. 6. MATERIA MEDICA, THERAPEUTICS AND 
PRESCRIPTION WRITING. Fifth Revised Edition. 
With especial Reference to the Physiological Action of Drugs, 
and a complete article on Prescription Writing. Based on the 
Last Revision of the U. S. Pharmacopeeia, and including many 
unofficinal remedies. By Samuet O. L. Potrer, M.A., M.D., 
late A. A. Surg. U. S. Army; Prof. of Practice, Cooper Medical 
College, San Francisco. Improved and Enlarged, with Index. 

No.7. GYNAECOLOGY. A Compend of Diseases of Women. 
Le Henry Morris, m.p., Demonstrator of Obstetrics, Jefferson 

edical College, Philadelphia. 45 Illustrations. 

No. 8. DISEASES OF THE EYE AND REFRACTION, 
including Treatment and Surgery. By L. Wexsstser Fox, M.p., 
Chief Clinical Assistant Ophthalmological Dept., Jefferson Med- 
ical College, etc., and Geo. M. Gou.p, m.p._ 71 Illustrations, 39 
Formule. Second Enlarged and Improved Edition. Index. 

No.9. SURGERY, Minor Surgery and Bandaging. Illus- 
trated. Fourth Edition. Including Fractures, Wounds, 
Dislocations, Sprains, Amputations and other operations ; Inflam- 
mation, Suppuration, Ulcers, Syphilis, Tumors, Shock, etc. 
Diseases of the Spine, Ear, Bladder, Testicles, Anus, and 
other Surgical Diseases. By Orvittz Horwitz, A.M., M.D., 
Demonstrator of Surgery, Jefferson Medical College. Revised 
and Enlarged. 84 Formule and 136 Illustrations. 

No. 10. CHEMISTRY. Inorganic and Organic. For Medical 
and Dental Students. Including Urinary Analysis and Medical 
Chemistry. By Henry LEFFMANN, M.D., Prof. of Chemistry in 
Penn’a College of Dental Surgery, Phila. Third Edition, Revised 
and Rewritten, with Index. 

No. 11. PHARMACY. Based upon “‘ Remington’s Text-book 
of Pharmacy.?’ By F. E. Stewart, M.D., PH.G., Quiz-Master 
at Philadelphia College of Pharmacy. Third Edition, Revised. 

No. 12, VETERINARY ANATOMY AND PHYSIOL- 
OGY. 29 Illustrations. By Wm. R. Battou, m.p., Prof. of 
Equine Anatomy at N. Y. College of Veterinary Surgeons. 

No. 13. DENTAL PATHOLOGY AND DENTAL MEDI- 
CINE. Containing all the most noteworthy points of interest 
to the Dental student. By Gro. W. Warren, v.D.S., Clinical 
Chief, Penn’a College of Dental Surgery, Philadelphia. Illus. 

No. 14. DISEASES OF CHILDREN. By Dr. Marcus P. 
Harrievp, Prof. of Diseases of Children, Chicago Medical 
College. Colored Plate. 


Bound in Cloth, $1. Interleaved, for the Addition of Notes, $1.26. 


BGS> These books are constantly revised to keep up with 
the latest teachings and discoveries, so that they contain 
all the new methods and principles. No series of books 
are so complete in detail, concise in language, or so well 
printed and bound. Each one forms a complete set of 
notes upon the subject under consideration. 


Illustrated Descriptive Circular Free. 


JUST PUBLISHED. 


GOULD’S NEW 
MEDICAL DICTIONARY 


COMPACT. 
GONGISE. 
PRACTICAL, 


ACCURATE. 


' COMPREHENSIVE 


UP TO DATE. 


It contains Tables of the Arteries, Bacilli, Gan- 
glia, Leucomaines, Micrococci, Muscles, 
Nerves, Plexuses, Ptomaines, etc., 
etc., that will be found of great 
use to the student. 


Small octavo, 520 pages, Half-Dark Leather, . $3.25 
With Thumb Index, Half Morocco, marbled edges, 4.25 


From J. M. DaCOSTA, M. D., Professor of Practice and 
Clinical Medicine, Jefferson Medical College, Philadelphia. 


“I find it an excellent work, doing credit to the learning and 
discrimination of the author.” 


A UNIQUE BOOK. 


POTTER’S MATERIA MEDICA, PHARMACY AND THERA- 
PEUTICS. Second Edition. Revised and Enlarged. A Hand. 
book; including the Physiological Action of Drugs, Special Therapeutics 
of Diseases, Official and Extemporaneous Pharmacy, etc. By S. O. L. 
POTTER, M.A., M.D., Professor of the Practice of Medicine in Cooper 
Medical College, San Francisco; Late A. A. Surgeon, U. S. Army, ete. 
A new Edition in larger type. Octavo. Cloth, $4.00; Leather, $5.00. 


Dr. POTTER has become well known as an able compiler, by his Compends 
of Anatomy, and of Materia Medica, both of which have reached four editions. 
In this book, more elaborate in its design, he has shown his literary abilities to 
much better advantage, and all who examine or use it will agree that he has 
produced a work containing more correct information in a practical, concise 
form than any other publication of the kind. The plan of the work is new, 
and its contents have been combined and arranged in such a way that it offers 
a compact statement of the subject in hand. 


ParT I.—MATERIA MEDICA and THERAPEUTICS, the drugs being arranged 
in alphabetical order, with the synonym of each first; then the description of 
the plant, its preparations, physiological action, and lastly its 7herapeutics. 
This part is preceded by a section on the classification of medicines as follows: 
Agents acting on the Nervous System, Organs of Sense, Respiration, Circu- 
lation, Digestive System, on Metabolism (including Restoratives, Alteratives, 
Astringents, Antipyretics, Antiphlogistics and Antiperiodics, etc.) Agents act- 
ing upon Excretion, the Generative System, the Cutaneous Surfaces, Microbes 
and Ferments, and upon each other. 


PART II.—PHARMACY AND PRESCRIPTION WRITING. Written for the use 
of physicians who put up their own prescriptions. It includes—Weights and 
Measures, English and the Metric Systems. Specific Gravity and Volume. 
Prescriptions.—Their principles and combinations; proper methods of wr.ting 
them; abbreviations used, etc. Stock solutions and preparations, such as a 
doctor should have to compound his own prescriptions. Incompatibility, 
Pharmaceutical and Therapeutical. Liquid, Solid and Gaseous Extempo- 
raneous Prescriptions. 

ParT III.—SpectAL THERAPEUTICS, an alphabetical List of Diseases—a 
real INDEX OF DiIsEASES—giving the drugs that have been found serviceable 
in each disease, and the authority recommending the use of each; a very im- 
portant feature, as it gives an authoritative character to the book that is unusual 
in works on Therapeutics, and displays an immense amount of research on the 
part of the author. 600 prescriptions are given in this part, many being over 
the names of eminent men. 

THE APPENDIX contains lists of Latin words, phrases and abbreviations, with 
their English equivalents, used in medicine, Genitive Case Endings, etc. 36 
Formule for Hypodermic Injections; a comparison of 10 Formulz of Chloro- 
dyne; Formulz of prominent patent medicines; Poisons and their Antidotes ; 
Differential Diagnosis; Notes on Temperature in Disease; Obstetrical Memo- 
randa; Clinical Examination of Urine; Medical Ethics; Table of Specific 
Gravities and Volumes; Table showing the number of drops in a fluidrachm 
of various liquids and the weight of one fluidrachm in grains, and a table for 
converting apothecaries’ weights and measures into grams. 


A MINE OF WEALTH FOR THE STUDENT. 


Standard Text-Books. 


LANDOIS’ HUMAN PHYSIOLOGY. A Text-Book of Human Physi- 
ology, including Histology and Microscopical Anatomy, with special 
reference to the requirements of Practical Medicine. By Dr. L. 
LANpoIs, Professor ot Physiology and Director of the Physiological Insti- 
tute, University of Greifswald. ‘Translated from the Fifth German Edition, 
with additions by Wm. STIRLING, M.D., Sc.D., Brackenburg, Professor of 
Physiology and Histology in Owen’s College and Victoria University, Man- 
chester; Examiner in the Honors’ School of Science, University of Ox- 
ford, England. Third Edition, revised and enlarged. 692 Illustrations. 
One Volume. Royal Octavo. Cloth, $6.50; Leather, $7.50. 

“With this Text-book at command, No STUDENT COULD FAIL IN HIS EXAMINATION.””— 


Tne Lancet. 
“One of the MOST PRACTICAL WoRKS on Physiology ever written, forming a ‘bridge’ be- 


tween Physiology and Practical Medicine. . . . Its chief merits are its completeness and 
tonciseness. . . . EXCELLENTLY CLEAR, ATTRACTIVE AND SUCCINCT.”’—Sritish Medical 
Journal. 


“Unquestionably the most admirable exposition of the relations of Human Physiology to 
Practical Medicine ever laid before English readers.’’—Students’ Journal. 


“ Landois’ physiology is, without question, the best text-book on the subject that has ever 
been written.”—New York Medical Record. 


CAZEAUX AND TARNIER’S MIDWIFERY. Eighth Revised 
and Enlarged Edition. With Appendix, by Mundé. The Theory 
and Practice of Obstetrics; including the Diseases of Pregnancy and 
Parturition, Obstetrical Operations, etc. By P. Cazkaux, Member of 
the Imperial Academy of Medicine. Remodeled and rearranged, with 
revisions and additions, by S. TARNIER, M.D., Prof. of Obstetrics and 
Diseases of Women and Children in the Faculty of Medicine of Paris. 
Eighth American, from the Eighth French and First Italian Editions. 
Edited and Enlarged by RoBERT J. Hess, M.D., Physician to the Northern 
Dispensary, Phila., etc., with an Appendix by Pau, F. MunpDf, M.D., 
Professor of Gynzcology at the New York Polyclinic, Vice-President 
American Gynecological Society, ete. With Chromo-Lithographs, Litho- 
graphs, and other Full-page Plates, seven of which are beautifully colored, 
and numerous Wood Engravings. One Volume, octavo. 

Cloth, $5.00; Full Leather, $6.00. 

MEYER ON DISEASES OF THE EYE. A Manual of Ophthal- 
mology. By Dr. EDouARD MEvER, Prof. a l’Ecole Pratique de la Faculté 
Médecine de Paris; Chevalier of the Legion of Honor, etc. Translated 
from the Third French Edition, with the assistance of the author, by Dr. 
FREELAND FERGUS, Assistant Surgeon, Glasgow Eye Infirmary. With 267 
Illustrations and three Colored Plates. Prepared under the direction of Dr. 
R. Liebreich. 8vo. Cloth, $4.50; Leather, $5.50. 


The first chapter is an explanation of the best means for examining the eyes, 
externally and internally, with a view to diagnosis, the various ophthalmo- 
scopes, general considerations on the treatment of ophthalmia, etc. Each dis- 
ease is then taken up in its proper order; the anatomy of the part being pre- 
sented first, followed by the diagnosis, causes, progress, prognosis, etiology and 
wreatment. The arrangement of the work will thus be seen to be systematic, 
commending itself to all physicians and students for the logical and concise 
way in which the facts are given. This English edition makes the eighth 
language into which Meyer’s book has been translated. 


P. BLAKISTON, SON & CO., Publishers and Booksellers, 
1012 WALNUT STREET, PHILADELPHIA, 


ext-Books. 


al of the Dissections of the Human 
Fifth Edition, Carefully Revised 

2 Anatomy of the Nervous System 
IN LANGTON, F.R.C.S., Surgeon to, 

omew’s Hospital. 208 Illustrations. 


i, for the Dissecting Room, $4.50. 


during the past few years. It is proba- 


bl, The Oil-cloth binding allows of wash- 
inj secting table. ‘This edition has been 
cai * page. 

i 1out being pleased and instructed. Its 
dia, % more ata glance than pages of text 
des, zady acquainted with this admirable 
wor, wee for careful study and reference, that 
thes _=« are commencing their studies. The text matches the 
illusi _-~s2 OI practical application and clearness of detail.’-—New York Med- 


ical\__-ra: 

ANDERSON ON SKIN DISEASES. A complete Treatise on Skin 
Diseases. By MCCALL ANDERSON, M.D., Professor of Clinical Medicine, 
University of Glasgow. With numerous wood engravings and several col- 
ored and steel plates. Octavo. Cloth, $4.50. Leather, $5.50. /ust Ready. 

This aims to be a complete text-book. It will be found to contain all the latest methods 
of treatment. The subject is dealt with ina systematic, practical manner, and is based on 
an extensive experience of nearly twenty-five years. 

GOWERS’ MANUAL OF DISEASES OF THE NERVOUS 
SYSTEM. A Complete Text-book. By WILLIAM R. Gowers, M.D., 
Professor Clinical Medicine, University College, London. Physician to 
National Hospital for the Paralyzed and Epileptic. Comprising over 
400 Illustrations and 1360 pages. Octavo. Cloth, $6.50; Leather, $7.50. 


BYFORD. DISEASES OF WOMEN. The Practice of Medicine and 
Surgery, as applied to the Diseases and Accidents Incident to Women. 
By W. H. Byrorp, A.M., M.D., Professor of Gynzecology in Rush Medical 
College and of Obstetrics in the Woman’s Medical College; Surgeon to 
the Woman’s Hospital; Ex-President American Gynzcological Society, 
etc.; and Henry T. ByFrorD, M.D., Surgeon to the Woman’s Hospital 
of Chicago ; Gynecologist to St. Luke’s Hospital; President Chicago 
Gynecological Society, etc. Fourth Edition, Revised, Rewritten and 
Enlarged. With 306 Illustrations, over 100 of which are original. Octavo. 
832 pages. Cloth, $5.00; Leather, $6.00. 


«In short, the book is brought up to the standard of to-day, and in most respects may be 
considered a reliable, nackenlaext book. written by an earnest worker and practical man,” 
~—American aes 2 of Medical Sciences. 

ROBERTS. PRACTICE OF MEDICINE. The Theory and Prac- 
tice of Medicine. By FREDERICK ROBERTS, M.D., Professor of Thera- 
peutics at University College, London. Seventh American Edition, 
thoroughly revised and enlarged, with new Illustrations. 8vo. Cloth, 
$5.50; Leather, $6.50. 

“If there is a book in the whole of medical literature in which so muth is said in so few 
words, it has never come within our reach.”’—Chicago Medical Fournal. 


“The best text-book for students. We know of no work in the English language, or of 
any other, which competes with this one.” —Edinburgh Medicat Fournal, 
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